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EPIDEMIOLOGY AND RECENT DEVELOPMENTS IN POLIOMYELITIS 


JOSEPH G. MOLNER, M.D. 
Deputy Commissioner and Medical Director, Detroit Department of Health 


Detroit, Michigan 


OLIOMYELITIS as a disease has attracted 

the attention of lay individuals, laboratory 
workers and members of the medical profession 
for well over a century and a half. The recogni- 
tion of the existence of the disease is noted by 
many as dating back to 1600 B.C. Actually, the 
first good clinical description of the disease is 
made by Underwood in a paper entitled ‘“‘Debility 
of the Lower Extremities” published by J. Mat- 
thews in London, England, in 1789. 

In recent years a great deal of interest has 
been manifest in this disease. This interest has 
centered around the mode of transmission of the 
disease, prevention and treatment. A great deal 
of progress has been made in these particular 
fields, but the sum total of our knowledge of the 
disease is still rather limited—limited at least from 
the point of view of practical application. 


Etiology.—Although there are proponents of 
the bacterial etiology of the disease, it is generally 
recognized that the causative agent is a virus. 
There is also general agreement that the polio- 
myelitis virus is a neurotropic virus which prob- 
ably is disseminated through the body by passage 
along the nerve fibers. More specifically, Toomey 
16,17 believes that the virus travels best along non- 
medullated or gray nerve fibers. 

In 1909 Flexner and Lewis’ described a virus 
as the etiological agent in this disease and de- 
scribed in detail their experimental work with the 
M. Rhesus morikey. By cerebral inoculation of 
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macerated spinal cord tissue, experimental ani- 
mals developed a disease closely simulating in- 
fantile paralysis. The isolation of this virus and 
experimental work herein described have been re- 
peated many times since. 


The Portal of Entry.—Although it is generally 
agreed that the virus of poliomyelitis is a neuro- 
tropic virus which enters the central nervous sys- 
tem by traveling along nerve tracts, there has 
been no agreement as to ways and means by which 
this virus reaches the nerve tracts. There are two 
concepts which may be mentioned as to the portal 
of entry of the virus, namely, the nasopharynx 
and the intestinal tract. 


Toomey’**? is the principal proponent of the 
gastrointestinal route of entry. By experimental 
inoculation of the virus into the gastrointestinal 
tract, Toomey was able to produce a disease in 
monkeys which simulated poliomyelitis. However, 
he was obliged to create severe stagnation of the 
gastrointestinal tract before he could promote the 
development of this condition in his experimental 
animals. Other investigators are of the opinion 
that such unusual stagnation is probably non- 
existent normally, and therefore the gastrointes- 
tinal work of Toomey and his associates should 
be looked upon as additional good scientific in- 
formation without a great deal of practical appli- 
cation value. 

Sabin and his associates*®* are proponents of the 
olfactory route of entry. This theory probably has 
more supporters than any other theory. Propo- 
nents of the theory point out that the virus has 
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been isolated from the nasopharynx of patients and 
apparently healthy carriers; further, that the epi- 
demiological characteristics of the disease sug- 
gests a droplet type of infection. Supporters of 
this theory also point out the ease with which 
entrance into the olfactory system might be 
brought about through the nasopharynx. Certain- 
ly the virus has been isolated in acute cases from 
the nasopharynx. All of these facts taken together 
are strongly suggestive of the nasopharyngeal 
route of entry of the virus. 


Escape.—The escape and liberation of the virus 
from the human body have been repeatedly studied 
and innumerable publications are available for 
study."* The virus of poliomyelitis has been iso- 
lated from the stools and nasopharynx of appar- 
ently healthy carriers as well as persons acutely ill 
with the disease. The virus in the nasopharynx 
is usually present only for relatively short periods 
of time. The virus, however, may be present in 
the gastrointestinal tract weeks before the onset of 
clinical symptoms*® and for months after the acute 
symptoms have subsided. There is, of course, a 
question which arises in the minds of investigators 
as to whether or not the primary localization of the 
virus is in the upper respiratory tract and that 
the gastrointestinal localization is secondary and 
is brought about by the swallowing of sputum 
contaminated with the virus. 


Reservoirs.—Although extensive research work 
has been directed at the recognition of reservoirs 
of this virus, there is but one definite reservoir 
known, namely, that of the human being. The 
reported recovery of the virus of poliomyelitis 
from a mouse found dead in a home where there 
had been a case of poliomyelitis only adds greater 
confusion to an already confused situation. To 
the best of the speaker’s knowledge, this finding 
has not been repeated. Fowl, birds, rodents and 
various other animals have been examined but 
without a satisfactory recognition of the polio- 
myelitis virus. 


The virus has been isolated from sewage” and 
it has been shown that it will resist’® the effect 
of chlorine in concentrations of 0.5 per 1,000,000 
parts for over a half hour. There have been 
variously reported outbreaks which, according to 
the epidemiological evidence, would tend to in- 
criminate food and milk, but all of these factors 
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are affected by missing links of information and 
certainly it has been repeatedly pointed out that 
the pattern of behavior of poliomyelitis is such 
that it does not correspond with the characteristic 
behavior of food- or water-borne infections. 

The recognition of the virus in the nasopharyn- 
geal secretions of persons affected with the disease 
and the recognition of the virus in sewage’®"* 
and its presence in the stools of apparently healthy 
persons" lend emphasis to the significance of the 
human reservoir. The repeated recognition of the 
virus in apparently healthy human carriers and 
the rapid development of the carrier state is re- 
ported by Brown, Francis and Pearson. Certainly 
the report of the recognition of the virus of polid- 
myelitis in the stool of an apparently healthy in- 
dividual, nineteen days before the development of 
clinical symptoms,” is a notable contribution to the 
knowledge of poliomyelitis. 


Mode of Transmission.—There is no definite 
agreement as to the mode of transmission of this 
disease. The virus of poliomyelitis has been iso- 
lated from the nasopharyngeal washings of ap- 
parently healthy individuals as well as those suf- 
fering from the disease. It has been isolated 
from sewage, from food and from the gastro- 
intestinal tract of flies. This wealth of confusing 
facts only lends further confusion to the possible 
ways and means by which this disease is trans- 
mitted. It has also been proposed, only because 
of some epidemiological evidence, that possibly 
the disease is transmitted by insect vectors. 

Certainly the epidemiological characteristics of 
the disease are such that they do not coincide with 
water- or food-borne diseases. Water- and food- 
borne epidemics are usually explosive in nature 
and affect large numbers of people simultaneously. 
Usually epidemics of poliomyelitis are progressive, 
develop gradually, show evidences of radial spread 
and reach their peaks within several weeks from 
the date of onset. The distribution of cases within 
the area -affected is scattered with occasional ag- 
gregation, while in water-borne epidemics the 
distribution is somewhat more uniform. The at- 
tack rate of poliomyelitis in urban epidemics sel- 
dom exceeds one per thousand, and in rural epi- 
demics the attack rates seldom exceed three per 
thousand. In food- and water-borne outbreaks 
the attack rate among exposed persons is usually 
much higher. 

One cannot too emphatically discount the food 
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and water bases as the modes of transmission be- 
cause, aS has been noted many times, the rate of 
infection with poliomyelitis virus probably far 
exceeds the incidence of reported cases. Pro- 
ponents of the food- and water-borne mode of 
transmission therefore have this very important 
argument in their favor. 

Probably the oldest and the best theory of the 
mode of transmission of poliomyelitis is that of 
person-to-person contact and droplet infection. 
Certainly the number of persons succumbing to 
the disease who have had contact with other cases 
is statistically significant. In investigation which 
has been carried on, evidence of contact with 
cases has been reported as high as 60 to 80 per 
cent. There are contradictory points to this meth- 
od of transmission. The low secondary attack 
rate, intra, and extra-familially, is certainly sug- 
gestive of some important extrinsic or intrinsic 
factors limiting the occurrence of secondary cases. 
There is also the important fact that additional 
cases in families and households may develop in 
subsequent years in persons who escaped the first 
exposure. 


Age, Sex, and Race Distribution—The disease 
affects primarily persons between the ages of five 
and fourteen years of age, with a reasonably high 
incidence under four and with greatest concentra- 
tion of cases between five and nine years. The 
disease, however, does affect persons of all ages, 
and the writer has had the experience of seeing 
a patient seventy years of age and has seen polio- 
myelitis in a newborn infant. 

3y sex, the distribution of the disease shows a 
somewhat greater incidence among males than 
among females, the ratio being approximately 1.4 
males to one female. A great deal has been said 
and written about the racial distribution of polio- 
myelitis, depending almost entirely upon the sec- 
tion of the community or section of the country 
which is affected. The writer and his associates 
have not been able to show any difference in the 
race distribution of poliomyelitis. In individual 
epidemics difference of significant amount has not 
been noted, and over a period of many years the 
attack rate among Negroes and whites is approxi- 
mately the same. The differences which have been 
noted in attack rate by race were due to geographic 
or area location of the epidemic. 

The rural as against the urban incidence of the 
disease is noteworthy. In the most severe urban 
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outbreaks the incidence of the disease seldom ex- 
ceeds one per 1,000 population while in rural areas 
when epidemics occur the attack rates are two or 
three times as great as in urban areas. As a matter 
of fact, the actual incidence of the disease is much 
greater in rural areas than in urban. The rural 
incidence of poliomyelitis is so much greater that 
it is frequently referred to as primarily a rural 
disease. The Henderson County outbreak of 1945 
in Tennessee is a good illustration of this observa- 
tion. 

There is a definite seasonal variation of the 
disease. It has been repeatedly noted that polio- 
myelitis has an apparent selective occurrence both 
as to season and individuals. Epidemics seem to 
occur in summer and early fall, and, as pre- 
viously noted, clinical poliomyelitis affects but a 
very few persons who live in the epidemic area. 


Seasonal Variation.—The seasonal variation is 
of significant epidemiological importance because 
coupled with this seasonal variation is the fact 
that the incidence of paralytic disease in areas 
where seasonal changes are not so radical is con- 
siderably lower than in the more temperate cli- 
mates where the seasons change and change radi- 
cally. This has brought about the prognostication 
that possibily there is something in the physiology 
of the human being which in part at least is re- 
lated to the possibility of successful and clinical 
invasion of the virus. In other words, the prog- 
nostication is that a certain percentage of the 
people in these areas fail to make adequate physio- 
logical adjustments with the varying climate and 
season, with the end result that the infection with 
poliomeylitis virus results in clinical disease. On 
the other hand, the person whose physiology fol- 
lows a more favorable pattern of adjustment is 
infected but escapes clinical disease. 


Predisposing Factors—There is a great deal 
of evidence to suggest that there is a hereditary 
predisposition to poliomyelitis and that the clinical 
disease is prone to recur in families.- This fact 
is proposed along with drawing attention to the 
fact that the incidence of secondary cases in 
households during the same epidemic is rather 
infrequent. In a survey of the incidence of polio- 
myelitis in families, Aycock pointed out that 51 
per cent of the patients gave a history of disease ° 
among relatives while only 5 per cent of his 
controls gave a similar history.”* 
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Further: investigations by other workers, not- 
ably Adair and his associates,’ confirm this familial 
predisposition to poliomyelitis. There have been 
attempts by Aycock and Draper to associate the 
disease with endocrine imbalance and to point out 
that certain institutional types* are more apt to 
acquire clinical poliomyelitis than are others. 
Aycock further suggests that susceptibility may 
reside in a subclinical endocrine difference, and, 
more particularly, a subclinical difference between 
periods of growth and development. These 
theories, needless to say, cannot be completely 
ignored but evidence to the contrary is proposed 
by other investigators. 


Aycock also points out that there appears to 
be a predisposition to attacks of poliomyelitis 
among pregnant women. He noted that poliomy- 
elitis is associated with pregnancy about four 
times as frequently as it would be expected in 
nonpregnant individuals. The closer examination 
of this relationship shows that the greatest risk 
occurs in the second and third trimester of preg- 
nancy.*® 


Here again Aycock draws attention to the fact 
that this may be associated with some endocrine 
disturbance. Experiments have been attempted 
by Jungblut to associate the incidence of the dis- 
ease with Vitamin C deficiency. Helm® has pro- 
posed that Vitamin B deficiency is the major 
factor accounting for increased susceptibility to 
the virus and Weaver in turn’® in his experimenta- 
tion with cotton rats was unable to show any 
relationship between Vitamin B deficiency and the 
poliomyelitis virus. 

It is conceivable therefore that the endocrines 
and vitamins, or the lack of endocrines or vita- 
mins, are associated with susceptibility to clinical 
poliomyelitis. If there is an intimate association, 
the method of its operation is not clearly under- 
stood. 


Certainly from the overwhelming amount of in- 
formation which is available, it is obvious that 
the incidence of infection with poliomyelitis virus 
far exceeds the reported incidence of clinical 
disease. 


It has also been noted by some investigators 
that trauma, overexertion and exhaustion are 
predisposing to clinical poliomyelitis. One must 
* question this proposition because although trauma 
may be very definite, the degree of shock may be 
variable, or at least the interpretation placed upon 
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the severity of such trauma by the investigator 
is variable. Also, exhaustion and overexertion are 
relative terms. In the Detroit studies virtually no 
correlation existed between these factors and the 
incidence of the disease. The increased incidence 
of severe poliomyelitis following recent tonsillec- 
tomy is quite significant. For example, there is 
evidence to indicate that children who have re- 
cently undergone tonsillectomy develop bulbar 
poliomyelitis much more frequently than those 
who have not.® There are, of course, persons who 
do not agree with this. But the evidence is over- 
whelmingly in favor of the proponents of the 
predisposing effect of tonsillectomy to the devel- 
opment of bulbar poliomyelitis.* 


Carriers—As has been previously noted, the 
incidence of infection with poliomyelitis virus far 
exceeds the incidence of clinical cases.5* The 
writer and his associates were able to show that 
in one outbreak, involving an institution caring for 
children between infancy and ten years of age, 
several individuals without any clinical symptoms 
were found to be carriers of the virus of polio- 
myelitis. A nurse and a physician, in addition to 
several of the children, who had intimate contact 
with cases, were found to be positive. It seems 
quite possible that those with abortive and sub- 
clinical disease may carry the virus for varying 
periods of time. Brown and his associates, for 
example, were able to show' that a person who 
developed clinical poliomyelitis had actually har- 
bored the virus of poliomyelitis in his stools nine- 
teen days before the onset of the first clinical 
symptoms. 


Prevention.—The principles of prevention of 
poliomyelitis have varied many times even within 
the past decade. Vaccines have been developed 
which have been most unsuccessful. Prophylactic 
spraying of the nasopharynx with various and 
sundry chemicals has proved to be a total failure. 
As a matter of fact, there are observers who be- 
lieve that both the vaccine and the nasal spraying 
had actually the opposite effect of that which was 
expected. 

The closing of schools, the avoidance of crowds 
and the isolation of the patient and contacts 
appear to have the effect of only a placebo. Cer- 
tainly the wide and general distribution of the 
virus in nature and among humans particularly 


(Continued on Page 1191) 


MINNESOTA MEDICINE 









m« 





the 
far 
rhe 
hat 
for 
ge, 
ms 
lio- 


act 


1in 
ed 
tic 
nd 


re, 


ng 
as 


ds 
ts 








THE SICK CHILD IN POLIOMYELITIS 


ERLING S. PLATOU, M.D. 
Minneapolis, Minnesota 


Naas 1946 outbreak of poliomyelitis furnished 
a serious challenge to the physicians of Min- 
nesota. The physician became the initiator and 
co-ordinator of medical care, nursing care, phys- 
ical therapy, psychotherapy, and orthopedic care 
in 2,877 cases between May and December. Al- 
though 222 (7.7 per cent) of these patients died, 
the untiring efforts of the medical and nursing 
profession saved many lives and ameliorated great 
suffering. 

It is the purpose of this presentation to discuss 
some of the more important responsibilities of 
the physician in the care of the sick. child with 
The opinions of contemporary 
workers in this field have been drawn on freely. 

As Stimson® has pointed out, “In the average 
spinal case with involvement of a leg or an arm, 
co-ordination of the patient’s care becomes a 
matter of relative routine. A schedule of rest 
and relaxation, of proper nursing care, and of 
measures to combat increased muscle tension 
should be quickly and adequately instituted” in 
the hands of well-trained personnel. The man- 
agement of special manifestations in this disease 
requires experience, judgment and the skill of 
many workers. The symptoms of greatest im- 
portance are those seen in the patient with bulbar 
or intercostal paresis or paralysis. 

In 1946 between May and December, 107 cases 
were admitted to the University Hospital and 265 
cases were admitted to the Minneapolis General 
Hospital, a total of 372 patients, in whom a 
greater or lesser degree of bulbar involvement 
was exhibited. In addition to symptoms such as 
fever, prostration, and toxemia, these patients had 
dysphagia, nasal regurgitation, voice change, pala- 
tine weakness with lost gag reflex, pooling of 
mucus in the oropharynx and the airways, pulse 
changes, hypertension, and pallor associated with 
varying degrees of cyanosis. 

Grulee,? reviewing the cases at the University 
Hospital, emphasized the fact that heretofore at- 
tention had been primarily focused on morbidity 
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instead of mortality in poliomyelitis when practi- 
cally all of the deaths occur in the bulbar group. 
He correctly stressed the proper management of 
the bulbar patient since almost 100 per cent of the 
polio deaths occurred in the bulbar group, which 
comprised only 23 per cent of the total patients. 
In contrast, almost all of those with bulbar in- 
volvement who survived recovered completely. 
In the care of bulbar cases, the factors deserv- 
ing special consideration may be listed as follows: 


Psychological reassurance. 
Fluid and electrolyte balance. 
Optimum nutrition. 
Prevention of aspiration. 
(a) Posture 
(b) Suction 
(c) Tracheotomy 
(d) Avoidance of respirator except in the high 
spinal type. 
5. Oxygenation. 
6. Adjuvants. 
(a) Avoidance of bladder and bowel retention. 
(b) Reduction of intracranial pressure. 
(c) Prophylaxis against infection. 
(1) Superimposed contagion (measles, pertus- 
sis, streptococcal, et cetera). 
(2) Pneumonia, genito-urinary, et cetera. 
(d) Supportive measures, i.e., caffeine, et cetera. 


eS eNE 


Anoxic patients were especially in need of re- 
assurance and the inspiring influence of a doctor. 

Dr. Albert Schroeder,’® fellow in pediatrics at 
the University and Minneapolis General Hospital, 
one of the many who worked day and night dur- 
ing the outbreak, has summarized the psychologi- 
cal needs and care in a recent report. “To aid in 
providing good psychological environment, pa- 
tients having a like involvement were grouped in 
wards, and a serious effort was. made to become 
familiar with each patient. These children were 
not allowed to dwell on their weakness, stiffness, 
or paralysis, but their interest was transferred to 
other thoughts of environment and ward activity. 
By explanation and demonstration it was found 
possible to teach all but a few of the patients to 
use a bulb syringe or water suction to aspirate 
secretions pooled in the pharynx. With more in- 
struction some patients learned to pass their own 
gavage tubes. These achievements and others, such 
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as initial accomplishment of swallowing, main- 
tenance of recumbancy during packing, and co- 
operation in exercises, were generously praised by 
the nurses and physicians before the patient’s 
ward mates.” 


Disturbances of fluid equilibrium in the sick 
child with poliomyelitis are especially important 
during the acute stage. This is true because of 
the relatively greater susceptibility of children to 
the effects of changes in volume and character of 
body water. 

Optimum nutrition, meaning an optimum of 
calories, food elements, minerals, and vitamins 
have recently been stressed in disease. Cannon’ 
and others have shown that by omitting essential 
amino acids, antigenic response is inhibited and 
even abolished. Spies,’ Smith,® and Stare* have 
demonstrated that body stores cannot meet the 
nutritional demands of starvation. In bulbar 
poliomyelitis, relative starvation is inevitable and 
more or less a part of the disease. 

At the onset of the epidemic, the dysphagic pa- 
tients were provided with fluids and part of their 
nutritional requirements parenterally. However, 
the inadequacy of this treatment became more and 
more apparent and its use induced apprehension 
on the part of the children and made them less 
co-operative to the physical therapy. 

The problem of nutrition in patients who were 
unable to swallow for long periods of time was 
of major importance. The use of a gavage tube, 
using No. 12 to No. 16 French tubes, proved to 
be an easy solution, since the patient with dys- 
phagia and a depressed gag reflex experienced no 
particular discomfort from the passage of the 
tube. The procedure was explained to the chil- 
dren before the initial insertion, and they were 
assured that it was only for temporary expediency. 
Gavage feedings were instituted on patients who 
had marked dysphagia or complete inability to 
swallow. Most of the patients co-operated in the 
procedure, and many were proud of their ability 
to pass the tube themselves. The dangers often 
referred to in the use of the gavage tube, such as 
aspiration pneumonia and aspiration asphyxia 
were not encountered in this series. 


Special formulas, high in calories and adequate 
in protein, minerals, and vitamins were admin- 
istered by tube in four daily feedings. The high 
carbohydrate and protein content in the feeding 
which might be expected to produce an alimentary 
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disturbance seemed to improve elimination which 
is prone to be sluggish in this disease. With the 
slow partial return of the function of swallowing, 
oral supplements of liquids and then pureed and 
soft foods were added to the gavage feeding. 

In those children where difficulty was en- 
countered in,gavaging by an easily aroused gag 
reflex, and in all who were deeply lethargic or 
comatose, infusions of plasma and amino acid- 
glucose (fortified Hartmans, et cetera) solutions 
were used in preference to the tubing. 

The initial swallowing of liquids was best ac- 
complished by keeping the child in a supine posi- 
tion. After fluid from a rubber-tipped dropper 
had been injected into his mouth, the child was 
instructed to close his lips tightly, breathe through 
his nose, hold his nose, and then swallow. He 
was encouraged and praised by the staff for this 
accomplishment, and then was allowed to try 
pureed foods in the same manner after a period of 
time. The upright position worked best for this 
latter achievement. 

Loss of body fluids due to the profuse sweat- 
ing caused by the hot packs, also resulted in the 
need of sodium chloride. Replacement was best 
accomplished by proctoclysis, using 5 per cent 
glucose in normal saline. Since this disease is 
accompanied by intestinal atonia, this was readily 
accomplished, and 400 to 800 c.c. daily were re- 
tained. 

Manifestations of respiratory disturbance, char- 
acterized by the restriction of respiration and oxy- 
genation, are briefly outlined as follows: 


Damage to the respiratory center. 

Pharyngeal or laryngeal paralysis with its resultant 

accumulation of mucus in the airways. 

3. Muscular “tightness” in the thoracic area which 
interferes with normal expansion and contraction. 

4. Impaired peripheral respiratory innervation with 

anoxia as found in respiratory muscle paralysis (dia- 

phragm and intercostals) seen in the high cervical 

involvement. 


ade a 


Since these factors may occur singly or in com- 
binations, it is important for the physician to 
evaluate the needs of the patient. It is at this 
point that the judicious use of the respirator is 
of prime importance. The bulbar patient who can 
neither cough nor swallow will not benefit but 
will be placed in jeopardy by the use of the 
respirator. On the other hand, the high spinal 
patient with an extensive loss of innervation of 
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the muscles of breathing often owes his life to 
the use of artificial respiration. 

Posture and careful aspiration of mucus, ad- 
ministration of oxygen, tracheotomy, and occa- 
sional use of the respirator were methods which 
were used. Early recognition of anoxia by clini- 
cal means and more accurately later by oximeter 
were the most valuable weapons in directing 
therapy. Sabin* has stated that encephalitis is 
practically nonexistent in poliomyelitis and actu- 
ally is a symptom-complex due to anoxia of the 
brain. Adequate oxygenation through a tracheot- 
omy tube or cleared normal airways frequently 
brought about rapid and marked changes in the 
sensoriums. 

Tracheotomy was one of the life-saving meas- 
ures in combating anoxia and the trend during 
the course of the epidemic was to do this more 
often in Wwell-selected cases. Criteria cited by 
Priest* and Goltz were: 


1. Respiratory distress as evidenced by recurrent 
cyanosis, coarse rales in the chest and laryngeal 
stridor. 

2. Excitement and unmanageability causing the patient 
to resist pharyngeal aspiration strenuously. 

3. Stupor of degree sufficient to make the patient 
oblivious to accumulation of secretion in his airway. 

4. Inability to cough effectively. 

5. Pharyngeal pooling of mucus, vocal cord paralysis, 
or intralaryngeal hypesthesia demonstrable by laryn- 
goscopy. 


Forty-two tracheotomies were done on patients 
at the University and Minneapolis General Hos- 
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pital, of whom twenty-five died. Most of those 
with fulminating course are included in this fatal 
group. Of 372 dysphagic patients, 284 lived. 


The dramatic saving of life by means of suc- 
tion, tracheotomy, and oxygenation was impres- 
sive in this series of almost 400 seriously ill pa- 
tients. The newer ideas in physical therapy con- 
tinued to be meritorious. Round-the-clock vigi- 
lance of the physician, the expert service fur- 
nished by the nurse and physiotherapist in con- 
serving the physiological functions necessary to 
life, though not acclaimed in the public press, 
should be permanently documented as a tribute to 
the younger men of medicine who participated in 
this formidable task. Their teamwork resulted 
in the best care known for the sick child with 
poliomyelitis. Completely equipped centers with 
well-considered plans, staffed by personnel who 
have experience and a co-operative spirit, are the 
places of choice for the management of the critical 
case that it has been my privilege to discuss. 
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ASKS AID IN NURSING CRISIS 


Katharine J. Densford, president of the American 
Nurses’ Association, has urged the governors of all 
forty-eight states to call state-wide conferences “at the 
earliest possible date” to consider concrete measures to 
resolve the nursing crisis created by increased demands 
for nursing service now facing the American public. 

Pointing out that the nursing profession is united on 
a program of action, Miss Densford, in telegrams to 
each governor, called for effective action in every state 
of. the union. Her message follows: 


“I made a nation-wide telephone roll call from Min- 
neapolis on October 20 to get the support and co-opera- 
tion of the forty-eight presidents of the state nurses’ 
associations. The ANA, representing 155,000 profes- 
sional registered nurses, received whole-hearted sup- 
port from the state association presidents on three 
major points of the ANA’s program: (1) Make nurs- 
ing care equally available to all by intensifying efforts 
of the ANA’s counseling and placement service for the 
best possible use of available nursing service, and pro- 
vide a continuing supply of nurses by promoting re- 
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cruitment; (2) improve nurses’ working conditions, rates 
of pay, personnel practices, and see that nurses share 
in the administration of nursing services; (3) protect 
the public by adequate legal control of nursing prac- 
tice, both professional and practical. 

“We in ANA are doing everything in our power to 
rouse the public to a clearer understanding of the nurs- 
ing crisis, because nurses cannot singlehandedly solve 
the problem. Effective action is needed at once in every 
state of the Union. As president of the American 
Nurses’ Association I am respectfully requesting the 
governors of each state to co-operate with us. 


“Specifically, I ask you to call on the president of 
your state nurses’ association and the head of every 
group interested in public health and public service, to 
meet at a state-wide conference under your auspices 
at the earliest possible date to consider concrete meas- 
ures resolving the nursing crisis now facing the Ameri- 
can public. I shall deeply appreciate a prompt reply 
from you indicating what co-operation you can give this 
public situation.” 
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Ae anterior poliomyelitis is a disease 

which runs a rather short febrile course, 
usually lasting only a week or two; but during 
that febrile course enough: damage may be in- 
flicted upon the central nervous system so that 
there may result serious muscular after-effects 
requiring treatment for months or years, and per- 
manent disability may ensue. These after-effects 
cannot be removed by medication, and at present 
we know of no effective methods for preventing 
them. Therefore, their treatment resolves itself 
into the solution of various mechanical problems. 
Each individual case is a problem unto itself and 
must be solved mechanically for that individual. 
There is no routine treatment which is wniformly 
successful. The basic mechanical factors which 
must be considered in solving these problems are 
three in number: namely, muscle shortening, 
muscle weakness or paralysis, and loss of muscu- 
lar efficiency, often called incoordination. 


Muscle Shortening 

Muscle shortening is not an accurately descrip- 
tive term. Sometimes the muscle is actually 
shortened so that flexion contractures are present, 
but more commonly the condition could be de- 
scribed as a loss of normal extensibility of the 
muscle. In the past it has often been ascribed 
to muscle imbalance. Contrary to the situation 
implied by the ordinary concept of’ muscle im- 
balance, muscle shortening in my experience seems 
to have no relationship to muscle strength or weak- 
ness. It often begins very early in the course of 
the disease, even as early as the first day, and 
it may continue forever if not treated. On the 
other hand, muscle shortening sometimes appears 
slowly over a long period of time—as much as a 
week or more in some instances. It may be present 
in a relatively strong muscle, in a relatively weak 
muscle, or in the opponent of either a strong or 
a weak muscle. Muscle shortening in the neck, 
back, and hamstrings seems to have no relation- 


Dt. Knapp is Clinical Associate Professor of Physical Medicine 
at the University of Minnesota. 

Read in Symposium on Management of Poliomyelitis at the 
annual meeting of the Minnesota State Medical Association, 
Duluth, Minnesota, July 2, 1947. 
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THE TREATMENT OF THE MUSCULAR AFTER-EFFECTS OF POLIOMYELITIS 


MILAND E. KNAPP, MLD. 
Minneapolis, Minnesota 





ship to the numberof cells in the spinal fluid. In 
the early stages of the disease, this shortening 
seems to be of neurogenic origin since it can be 
relaxed temporarily by spinal anesthesia and 
other anesthetics which induce muscular relaxa- 
tion. After some months have passed, however, 
the shortening apparently changes from a neuro- 
genic type to a peripheral type, so that it is prob- 
able that fibrotic changes have occurred in which, 
at this time, anesthesia does not produce relaxa- 
tion. We have learned by experience that in 
order to obtain the best results, this muscle short- 
ening must be combated at the earliest possible 
date, long before fibrosis has occurred. We begin 
the treatment immediately after the diagnosis has 
been made, even while the temperature is still 
elevated, and we have learned that the more 
vigorously we treat this symptom, the more likely 
we are to succeed in overcoming it. 

The essential element in the treatment of 
muscle shortening is motion. If the patient has 
sufficient muscle strength to allow him to perform 
voluntary motion against gravity, activity alone 
will often cause relaxation of the muscle short- 
ening. However, in those patients who are too 
weak to carry out motion actively, the motion 
must be performed for them passively. At first, 
attempts should be made to cause relaxation by 
motion within the limits of pain. However, if 
relaxation is not accomplished by such mild de- 
grees of motion, it becomes necessary to use 
forced motion or stretching. This may be done 
even in the stage of isolation. It is important, 
however, that the physical therapist should have 
enough experience to be able to differentiate be- 
tween forced motion, which is improving the range 
of motion, and forced motion which is decreasing 
the range of motion, because it is not infrequent 
that the pain associated with forced motion will 
cause an increase of shortening and therefore be 
harmful rather than helpful. : 

If pain is a potent factor and especially during 
the early stages of the disease, hot packs are a 
useful adjunct in the treatment of muscle short- 
ening. They should be as hot as possible, but 
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also dry enough so that there are no droplets of 
water to cause burns. Experimentally, we have 
found that the packs can be applied at a tem- 
perature of 130-140° F. on the wards. They cool 
off rapidly, so that within five minutes after ap- 
plication the temperature of the pack is down to 
about 102°, after which it shades off gradually so 
that within fifteen minutes the temperature is ap- 
proximately that of the body. These packs should 
be repeated as often as necessary for the individ- 
ual patient. In fairly mild cases, in the early 
stages, the packs are usually changed once an hour ; 
in the less severe cases, once every two hours; in 
the very severe cases, the packs may be changed 
as often as every two or three minutes. 

One thing that should be stressed is that the 
packs should be extremely hot, hot enough so 
that the patient squirms, in order to be effective. 
It seems quite obvious to me that this is not a 
heat application in the true sense of the word; it 
is really a reflex stimulus, and it should be pos- 
sible to obtain this reflex stimulus by simpler 
means. Research is being carried out to try to 
find these simpler means. There is some evidence 
to indicate that in some stages stretching alone 
may be as effective as hot packs plus stretching. 

It should be emphasized that hot packs alone 
will not cause relaxation of the muscle shortening. 
In fact, hot packs may sometimes increase muscle 
tightness, rather than relax it. There are certain 
individuals in whom this has been shown very 
definitely to be true. The percentage of these in- 
dividuals is rather small, but it is important that 
this possibility be recognized in a patient who is 
continually tightening in spite of apparently ef- 
ficient treatment. If hot packs seem to increase 
the tightness, other types of heat may be used, 
such as hot baths, paraffin, fever therapy, or oc- 
casionally infra-red radiation or diathermy. 

Several drugs have also been used for the pur- 
pose of relaxing muscle tightness. Prostigmine 
has been found to be useful in certain cases that 
do not respond to other types of therapy. It must 
be remembered, however, that prostigmine is not 
the complete answer to the relaxation of muscle 
tightness in poliomyelitis; its usefulness is def- 
initely limited, and it is impossible to predict 
whether improvement will be obtained in any in- 
dividual case. I do not recommend the routine 
use of prostigmine. 

Curare has also been used and advocated for 
the relaxation of muscles in poliomyelitis. Curare 
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is a drug which acts upon the myal side of the 
myoneural junction to prevent acetylcholine from 
causing contraction of the muscle. Therefore, it 
produces relaxation of muscle. For this reason it 
has been used extensively in surgery in order to 
get maximal muscle relaxation with a minimal 
amount of anesthetic. Its use in poliomyelitis has 
been advocated by Ransohoff and others in the 
last few years. Its usefulness has been predicated 
upon the fact that it relaxes normal muscle. In 
the case of poliomyelitis, however, there are ap- 
parently other processes entering into the causa- 
tion of muscle tightness which are not always 
affected by curare. Therefore, we have found 
that curare often relaxes all the muscles except the 
ones which we want relaxed. However,.it may be 
a useful adjunct in preventing the normal muscle 
fibers from resisting forced motion so that 
stretching may be more effective in the curarized 
muscle. 

Some other drugs also have a similar effect. 
Among these are quinine, quinidine, and atropine. 
However, the side effects of these drugs are so 
pronounced that their usefulness is extremely 
limited, and they have not been investigated thor- 
oughly as regards their effect in poliomyelitis. 

If the attempts at relaxation of muscle tight- 
ness are unsuccessful, even though continued ade- 
quately for many months, it may become neces- 
sary to resort to more forceful procedures. Among 
these are the use of neurotripsy, with an air- 
hammer-like instrument, to break up the fibrosis 
in the muscle under anesthesia, or the use of 
stretching manipulation under anesthesia, or the 
use of tendon lengthening and other surgical pro- 
cedures. It is my opinion, however, that these 
procedures should be used only as a last resort. 

It may seem illogical that so much stress should 
be placed upon the restoration of adequate muscle 
length, especially in view of the fact that a majori- 
ty of untrained normal individuals are unable to 
pass the required flexibility tests. It is essential 
that adequate muscle length be obtained in order 
to have maximal function of those muscles which 
are weak. If the antagonist of a weak muscle is 
short, it acts as a brake upon the weak muscle 
and may not allow the weak muscle to move the 
part through a full range of motion. It may thus 
make useful function impossible. As an example, 
may I quote the situation as regards the knee joint. 
It is commonly found that the hamstrings are 
shortened and the quadriceps is weak. This makes 
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a situation which is incompatible with locomo- 
tion unless braces art used. A person with normal 
strength in the quadriceps may walk with his 
knee bent, but a person with a weak quadriceps 
cannot walk unless his knee is completely straight, 
in fact, unless it is slightly beyond a straight line 
so that there is a small amount of what may be 
termed normal recurvatum present in the knee. 
Thus it is imperative that the tightness of the 
hamstrings be completely released in order that 
such a patient may walk without a brace. This 
situation is not taken into account by the brace- 
makers at the present time. Nearly all such braces 
are made with the knee flexed slightly, only a few 
degrees, it is true, but that few degrees is enough 
so that if the patient wears a brace for a long 
enough time to allow tightening of the posterior 
capsule to occur, that patient can never walk with- 
out the brace, sometimes in spite of fair strength 
in the quadriceps. 


Muscle Weakness 
Muscle weakness may be due to destruction of 
anterior horn cells, to temporary loss of function 
of the motor nerve cells due to the presence of 
inflammation or other types of damage, or to fac- 


tors of conduction higher in the central nervous 
system which interfere with normal function. If 
the anterior horn cell is destroyed, it never re- 
generates. If the anterior horn cell is damaged, it 
usually recovers function spontaneously. There is 
no known treatment which will increase the num- 
ber or the activity of the lower motor neurons. 
Therefore, treatment of the anterior horn cell is 
of no avail. 

There is no successful method of increasing 
the number of muscle fibers present in the body. 
We are born with the maximum number of muscle 
fibers that we will ever have. We may die with 
fewer muscle fibers, but not with more. There- 
fore, there is no way to increase muscle strength 
by increasing the number of muscle fibers. 

The only method left by which muscle strength 
can be increased is to produce hypertrophy in 
those muscles which still have innervation. In 
order to accomplish this, it is necessary that the 
muscle contract actively, and the best method is 
by the normal nerve pathway. Electrical stimula- 
tion has never been found to be as effective as nat- 
ural stimulation. The most effective method of 
causing hypertrophy of muscle fiber has been 
found to be the use of heavy resistance exercises, 
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making the patient contract the muscle agains 
a nearly maximal load. It is better to carry oui 
such a motion only once or twice a day than to 
carry out an unresisted motion many times a day, 
for this purpose. Of course we must realize thai 
in poliomyelitis there is an unusual situation where 
frequently the muscle itself is unable to lift even 
the weight of the extremity, let alone any load 
placed upon it. Therefore, maximal heavy resist- 
ance exercise may be performed merely by moving 
the extremity itself. Thus, walking with the ex- 
tremely weak muscles is frequently the best type 
of heavy resistance exercise. It must be remem- 
bered, however, that the natural tendency of polio- 
myelitis is toward improvement; therefore, we 
must be very conservative in ascribing improve- 
ment in strength to any particular treatment. 

Mention may be made here of a possible method 
of increasing muscle strength by nerve-crushing 
or neurotripsy as introduced by Billig and Van 
Harreveld. This is an attempt to use the well- 
known phenomenon of branching-out growth of 
nerve fibers following injury to produce re-inner- 
vation of previously denervated muscle fibers. It 
is not yet fully evaluated but some results have 
been promising. 


Muscular Efficiency 

The factor of muscular efficiency is difficult to 
define and difficult to explain, but in my opinion 
is extremely important, even more important than 
the development of muscle strength. Co-ordinated, 
rhythmic, muscular movements are produced by 
the interaction of many muscles, some stabilizing 
the part, some carrying out the motion, others re- 
laxing gradually to pay out slack. This is all con- 
trolled by the central nervous system, and though 
a great deal of the control is exercised by the 
cerebellum, there is probably also a considerable 
amount exerted through the spinal cord. And of 
course the connections between the cerebellum and 
the anterior horn cells are mediated by other cells 
in the spinal cord. There is never less than a 
three-neuron arc between the cerebrum and the 
muscle, which means that there must be at least 
one internuncial cell involved in every motion. The 
so-called motor pattern is produced by this inter- 
action of correlated neurons so that rhythmic 
movements are possible. This motor pattern is 
produced by the carrying out of motion, either 
passively or actively. At first great mental effort 
is required to carry out any skilled motion. As 
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the motion is repeated over and over, it eventu- 
ally becomes automatic, and then co-ordination 
has been secured to a maximum degree. 

In poliomyelitis we have a knockout of certain 
cells controlling muscular action. We may also 
have some of the internuncial cells which are con- 
nected with co-ordination destroyed. The entire 
neuromuscular setup has been disturbed; there- 
fore, the entire neuromuscular setup needs re- 
training. There has been a great deal of con- 
troversy concerning the function of various in- 
dividual muscles, and many books have been writ- 
ten to detail the function of these muscles. How- 
ever, from a practical point of view, in the re- 
training of the patient, it is necessary only to 
carry out the motions as desired. Muscles do not 
work independently, but in combination with 
each other in varying degrees. Therefore, if the 
part is used in the manner which is desired, the 
various correlating muscles and neurons will learn 
to interact with each other in such a manner as 
to produce the action which has been practiced. 
This constitutes rhythmic co-ordinated motion. 

On the other hand, if the patient is allowed to 
substitute any muscle or muscle group in an ab- 
normal manner, he will develop power in the 
stronger muscles and use these stronger muscles 
to excess. For instance, he may walk with his 
foot everted, and never develop power in the in- 
verters because he is not using them. The best 
example of this situation is in flexion at the hip. 
The iliopsoas is ordinarily considered to be the 
prime flexor of the hip. However, the hip can be 
flexed with the sartorius, rectus femoris, and the 
adductors as well. Under normal circumstances, 


the psoas performs most of the function. How- 
ever, with increased resistance, all of the other 
muscles are brought into play so that, if the flexor 
of the hip is strongly resisted, every muscle will 
be working to its maximum. In poliomyelitis, we 
frequently have the iliopsoas very weak. Then in 
order to move the weight of the extremity, the 
sartorius, rectus femoris, and adductors may 
come into play much more prominently than nor- 
mal. It is true that these muscles can flex the hip 
and many people rely upon increasing their power 
in order to use the hip flexion to its maximum. 
However, it is also true that if the psoas is not 
exercised, it will not increase its streng:h. There- 
fore, it is my opinion that the training should be 
done to decrease emphasis on the muscles other 
than the psoas and to try to increase the emphasis 
on the weak psoas, thus promoting increase in 
strength of the weak psoas which would not oc- 
cur if effort were not made to move it. 

I feel that the carrying out of motion in the 
nearest possible approach to the normal manner is 
the most important part of the treatment, and I 
am perfectly willing to sacrifice the development 
of maximal strength in order to have smooth, 
rhythmic function in as normal a manner as pos- 
sible. Artificial support and braces-are to be 
avoided in so far as possible. Occasionally it may 
be necessary to use some form of support in order 
to prevent an excessive back-knee or in order to 
prevent rotation of the foot in such a manner that 
walking is impossible. However, the number of 
braces to be used will be very, very small, if 
proper attention is paid to the foregoing factors. 





NATIONAL HEARING WEEK, NOVEMBER 9-15 


Three million children in the United States have a 
hearing loss, and millions of adults are already hard 
of hearing, according to Dr. C. Stewart Nash, presi- 
dent of the American Hearing Society, Washington, 
D. C. The national organization was “joined by its 
120 local chapters throughout the country in the ob- 
servance of National Hearing Week, November 9-15. 


“Authorities estimate that one out of every ten per- 
sons in America has a hearing loss, ranging from a 
slight loss to almost total deafness. The social and 
mental effects of this hearing loss can do much to 
warp the personality of a growing child, and in addi- 
tion may prove an effective bar to the child’s making 
a success of later life,” says Dr. Nash. He points 
out the necessity for parents and teachers to watch 
children carefully for any signs of hearing loss, es- 
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pecially after illness involving the nasal passages, ears 
or throat. 

“Prompt attention by: a competent otolo ist is neces- 
sary where such a hearing loss is suspected,” Dr. Nash 
declares. “Inattention, falling grades in school, a tend- 
ency to shun the company of other persons are often 
indications of a beginning hearing ‘loss. The majority 
of people with serious hearing defects need never have 
reached that stage if the trouble had been checked in 
its incipient state.” 

Dr. Nash recommended a vigorous hearing conserva- 
tion program to be put in effect in the schools. This 
program includes periodic hearing tests, medical exami- 
nations followed by prompt medical ‘attention if any 
impairment is discovered, and adequate education and 
rehabilitation for those with handicapping hearing loss. 











RECENT ADVANCES IN THE MANAGEMENT OF EAR, NOSE AND 
THROAT PROBLEMS 


OLAV E. HALLBERG, M.D. 
Rochester, Minnesota 


W E ARE all familiar with the benefit otology 
has obtained through the use of sulfona- 
mides and antibiotics. Let us first look into the 
problem of the more commonly called “sulfa” 
drugs. They made their entry about ten years 
ago, and are now used for all kinds of infectious 
diseases, including infections of the ear. How- 
ever, they should not be used indiscriminately. 


Infections of the Middle Ear 

Hadjopoulos and Bell* stated that there are 
two types of infections of the middle ear. One of 
them is caused by an obligate aerobe, and produces 
an infection limited by the amount of oxygen 
present in the spaces of the middle ear when 
inflammatory swelling closes the eustachian tube. 
Such an infection often is characterized by a vio- 
lent onset of pain in the affected ear. Spontaneous 
rupture or myringotomy results in almost im- 
mediate subsidence of symptoms, and the secre- 
tions dry up within a few days without any treat- 
ment. 

Probably, however, in the majority of cases, 
the infection is of the second type; that is, it 
arises by invasion of a facultative anaerobe which 
might reach the middle ear and mastoid process 
either directly through the tube or along the sub- 
mucosal lymphatic vessels of the eustachian tube. 
This type of organism is able to multiply in the 
presence of a very low oxygen tension, and it 
produces a more dangerous infection of the middle 
ear and mastoid process than might otherwise oc- 


cur. At the onset, there might be marked tender-* 


ness over the mastoid. If it looks as if mastoid- 
itis might develop, both sulfonamide compounds 
and penicillin should be administered immediately. 
The medication should be continued for several 
days after the discharge has stopped. 

« During the past several years there has 
been no severe mastoid disease, and the tendency 
is to give the sulfonamide drugs and penicillin all 
the credit for this situation. We know, however, 
that streptococci and pneumococci may vary in 
yirulence from year to year. Results of studies 
"Read before the meeting of the Kossuth County Medical 
Society, Algona, Iowa, April 30, 1947. 

From the Section on Otolaryngology and Rhinology, Mayo 
Clinic, Rochester, Minnesota. 


1156 


carried out by Kopetzky and Hadjopoulos’ would 
tend to support this view. They found that in 
acute mastoiditis caused by hemolytic streptococci 
variations in the severity of the infection and also 
in the mortality rate occurred from year to year. 
For a period of several years the variations were 
characterized by regular periodicity, and the au- 
thors suggested that a major cycle consists of a 
period of five to six years. 

For example, at the Mayo Clinic we have late- 

ly seen several patients with surgical mastoiditis 
arising from influenza and measles contracted 
during a local epidemic. The mastoiditis in these 
cases became so severe as to require surgical treat- 
ment in spite of adequate sulfonamide and peni- 
cillin therapy that had been instituted at the very 
onset of the infection. So far as biologic resistance 
is concerned, it is now an established fact that 
immunity to infection does not develop when the 
infection is terminated by chemotherapy or anti- 
biotic agents. I am sure we all have experienced 
this sad fact. It is especially annoying when it oc- 
curs among babies with infections of the upper 
part of the respiratory tract. As soon as one in- 
fection has been terminated by these means, an- 
other one starts right away. 
I should like to make a plea that physicians do 
not consider patients all but cured after hav- 
ing started to administer chemotherapy and an- 
tibiotics. At the Mayo Clinic, we feel that we 
have encountered more patients with serious mas- 
toiditis and complications than previously. Many 
of these patients had been receiving adequate sul- 
fonamide therapy and then began to receive peni- 
cillin. The “masking” effect of these drugs is an 
important thing to recognize. “Masking” is a poor 
term; perhaps we should say “change of symp- 
toms,” a change which must be recognized by the 
surgeon. Other workers, such as Kopetzky® have 
observed that since sulfonamide drugs have been 
available, many more patients come to hospitals 
suffering from epidural abscesses than was pre- 
viously the case. 

Otitic meningitis is caused by either acute or 
chronic infections in the middle ear or mastoid 


process. Before the advent of chemotherapy this 
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disease had a very poor prognosis. Now the 
chance of cure is almost 100 per cent if the 
treatment is not started too late. Septicemia 
caused by infection of the ear or its complication, 
thrombophlebitis of the sigmoid sinuses, now can 
be attacked successfully by combined chemo- 
therapy and surgery. Abscess of the brain secon- 
dary to disease of the ear also has a better prog- 
nosis than formerly. 
Méniére’s Disease 

Méniére’s disease has received much attention 
lately. At the Mayo Clinic, Dr. H. L. Williams 
prefers to designate this disease as “endolymphat- 
ic hydrops” because in some reported cases gross 
dilatation of the endolymphatic system and degen- 
erative changes of the organ of Corti were the 
main findings at necropsy. I shall not burden you 
with etiology except to say that Méniére’s dis- 
ease probably has an allergic background. The 
reaction is not of the antigen-antibody type; the 
condition might belong in a group of the so- 
called physical allergies which is intimately con- 
nected with disturbed permeability of cell mem- 
branes and disturbed electrolytic metabolism. 

Histamine is still used in the treatment of Mé- 
niére’s disease. Horton treated 270 patients with 
histamine (1 grain or 0.065 gm. of histamine base 
in 250 to 500 c.c. of isotonic solution of sodium 
chloride). Seventy per cent obtained complete 
remission, with improvement of hearing in 40 
per cent. Many of these patients suffered remis- 
sions when treatment was discontinued in a 
month to a year. Lately, at the clinic, we have 
used a combination of nicotinic acid and potassium 
nitrate, with good effects. All treatments aim at 
control of fluid metabolism, correction of balance 
in the tissue fluids and production of vigorous 
vasodilation. 

When medical management does not control 
the dizziness, surgical treatment can be attempted. 
For a long time, only section of the eighth cranial 
nerve was done. In this type of surgery there 
is always a certain risk, since the surgeon must 
proceed intracranially in order to reach the nerve. 
Lately, transmastoid labyrinthotomy has come into 
favor. This operation was suggested by Lake® 
in 1906. Since then, sporadic reports of it ap- 
peared until Day? and Cawthorne’ reported a 
series in which labyrinthotomy had been done for 
Méniére’s disease. At the Mayo Clinic nineteen 
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patients who had Méniére’s disease have under- 
gone labyrinthotomy as outlined by Day. 

In the selection of patients for surgery only 
those whose hearing in the diseased ear is not 
useful should be chosen, since in our cases the 
hearing disappeared entirely in the operated ear. 
Patients who have almost normal or fairly normal 
hearing should have the benefits of long and fair 
trial of conservative measures. The operation it- 
self is fairly simple. We use a postauricular 
incision. As much of the mastoid process is 
exenterated as is possible, so as to provide enough 
operative room. The horizontal semicircular canal 
is exposed to view all the way anteriorly to the 
junction with the anterior vertical canal. With an 
electrically driven burr, a small hole is made in 
the horizontal canal about 2 mm. posterior to the 
ampulla. A thin, curved electrode is inserted 
into the vestibule and light cautery is used. 
Transitory facial palsy often develops among these 
patients. It disappears within two weeks to a 
month. Penicillin is used during convalescence 
to prevent infection. 

Méniére’s disease can occur in all age groups, 
but it is more common in the later decades of life. 
We had one patient recently whose condition was 
very interesting. Gooch and I* have reported the 
case. The patient, a-deaf-mute, had had episodes 
of dizziness all his life, and had tried all kinds of 
treatment, without result. Bilateral destructive 
labyrinthotomy was done, since we did not know 
which ear was responsible for the dizziness. The 
operation was performed about a year ago and 
so far the patient has been doing remarkably well. 
He is carrying on his work satisfactorily as a 
printer. 


Otosclerosis 

The greatest advance in the treatment of a 
certain type of deafness is the fenestration op- 
eration for otosclerosis. This operation is indi- 
cated only in certain selected cases of otosclerosis 
in which bone conduction is good and in which 
there is little if any damage to the acoustic nerve. 
The diagnosis of otosclerosis has to be made by 
exclusion. The onset of loss of hearing usually 
is very insidious; most often hearing begins to 
diminish when the patient is between ten and 
twenty years old. These patients often hear better 
in noisy places. A familial history of deafness can 
be obtained in about 40 per cent of cases. Oto- 


1157 











sclerosis is a disease in which pathologic changes 
occur in the auditory capsule. Osteoclasts destroy 
the bone of the auditory capsule and the de- 
stroyed region is rebuilt in a disorderly manner by 
osteoblasts. When this process causes ankylosis of 
the stapediovestibular joint, deafness will result. 
Otosclerosis is primarily a disease of bone, and 
stapedial ankylosis is an incidental complication 
that occurs occasionally. In a study of the tem- 
poral bone, it was found that stapedial ankylosis 
occurred in only ten of eighty-one ears examined 
in which otosclerosis was present. Otosclerosis is 
only a histologic diagnosis, and if the diagnosis is 
to.be made for the living patient, the term must 

be modified to “clinical otosclerosis.”” The diagno- 
~ sis of clinical otosclerosis can be arrived at with 
reasonable accuracy by exclusion, on the basis 
of the history and results of examination, of all 
other conditions likely to produce a conduction 
type of deafness. 

The fenestration operation is applicable only to 
patients who have clinical otosclerosis and in 
whom the hearing reserve is so great that release 
of it will rehabilitate the patient socially. Lem- 
pert, who perfected the fenestration operation, re- 
ported that up to the time of his report 33 per 
cent of patients who had been operated on six 
years or more previously had been rehabilitated 
socially and economically through restoration of 
hearing to normal conversational levels. Because 
of recent improvement in technique, he considered 
that in approximately 70 to 75 per cent of cases 
restoration of hearing to normal conversational 
levels could be secured in the ear on which op- 
eration is performed. The fenestra rarely 
closes if it has remained open for a year. In 347 
fenestration operations performed at the Mayo 
Clinic, we have been able to secure good early 
results in about 90 per cent of the cases. It would 


seem that about 70 per cent of the patients will ° 


have permanent good results, although it is still 
a little too early to be certain, because we started 
to employ this type of surgery only about two and 
a half years ago. In approximately 3 per cent of 
the cases the ability to hear may be decreased by 
the operation, and in about 1 per cent complete 
deafness may develop in the operated ear. The 
latter result, we feel, is caused mostly by hemor- 
rhage into the labyrinth or by an infection. 

It might be asked, how does the fenestration 
operation improve hearing? It has been known 
for many years that in conduction deafness the 
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draining off of a portion of the perilymph, so 
that mobility of both perilymph and endolymph 
is increased, would produce immediate improve- 
ment in the ability to hear; this improvement is 
again lost when the perilymph refills the perilym- 
phatic space. The hypothesis has been presented 
that the fenestration operation makes the tympanic 
membrane more responsive to vibrations by means 
of removal of the head of the malleus and leaves 
the tympanic membrane attached to a thin flap 
of membrane which is used to cover and main- 
tain patent a new opening into the perilymph, so 
that a permanent condition is produced in which 
the endolymph is more mobile and is stimulated by 
the more vigorous vibrations 6f a more mobilized 
tympanic membrane. Therefore, in order to se- 
cure good results, the tympanic membrane must 
be intact and capable of increased response to 
sound waves. This theory is not entirely satis- 
factory, however, since I have seen several pa- 
tients with badly torn eardrums and flaps in whom 
marked improvement in hearing nevertheless 
develops. It is possible that the eardrum does not 
have much to do with the good result obtained 
from the fenestration operation. 

I feel that the sound waves might enter the 
round window, and that the excess acoustic trauma 
then normally escapes through the oval window, 
the whole chain of ossicles then being a protector 
for the cochlea, so that very loud noises might 
be screened out. After fenestration operations, 
the sound waves might escape through the new 
window. It seems that in such an instance the 
normal protector mechanism with the ossicular 
chain is gone, and therefore deterioration of 
hearing might be expected if the patient so treated 
has a prolonged exposure to loud noises. In 
practice, this conclusion does not seem to hold 
true ; at least, I know of one patient who was ex- 
posed to continuous gunfire during the war, but 
he did not experience any deterioration of hearing. 
As a general rule, patients, after successful fen- 
estration surgery, should not expose themselves 
to continuous acoustic trauma. 

It might also be asked if this operation can be 
performed in all cases in which a presumptive 
diagnosis of clinic otosclerosis can be made. There 
appears to be an increased number of cases of 
clinical otosclerosis in which atrophy of the fibers 
of the cochlear nerve or cells of the organ of 
Corti occurs. It is not known whether this atrophy 
is one of disuse secondary to immobilization of 
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the stapes or secondary nerve degeneration. When 
secondary nerve degeneration occurs, the proba- 
bility of obtaining a good result from surgery is 
diminished. If the nerve degeneration affects only 
the higher tones above the range of speech, it is 
perfectly advisable to proceed with surgery, but 
if it is suspected that the nerve degeneration af- 
fects the range of speech, the chance of success 
of the operation in restoration of hearing is in- 
versely proportional to the degree of degeneration 
present. 

It has been found that the 30 decibel line is the 
critical level for conversational speech. At 5 
decibels above this line, a person will have little 
difficulty in understanding speech, whereas at 5 
decibels below this line, the person is severely 
handicapped. The two most important frequen- 
cies for the understanding of speech are 1,024 
and 2,048 double vibrations per second. 

Lempert has stated that the average improve- 
ment in hearing, measured in decibels, which is 
produced by a successful fenestration operation is 
about 20. The object of fenestration surgery is 
to bring the hearing above the 30 decibel line. 
Therefore, a patient who has a loss of hearing 
of 50 decibels or more must expect much less than 
the average probability of a good result from 
surgery. 

What are the usual causes for failure? I shall 
only enumerate them: (1) faulty diagnosis, (2) 
osteoma (I have seen two patients with such 
lesions), (3) closure of window with regenera- 
tion of bone, in which event the surgeon must be 
very careful so that all bone chips are removed 
from the window, (4) infection with development 
of labyrinthitis, (5) late infection with fibrosis of 
the endolymphatic duct, (6) hemorrhage into 
the labyrinth after surgery, and (7) poor surgery. 

If the patient who seeks aid is found to have 
clinical otosclerosis of an operable type, he is first 
informed as to the possibility of obtaining a good 
result for his particular condition. We tell him 
that surgery is optional and that it is accompanied 
by a risk which, however, is small. The patient 
must weigh this risk against the results obtained 
by use of a hearing aid, which instruments now- 
adays are efficient and give promise of even fur- 
ther improvement. 


Conditions of the Nose and Throat 


About fifteen or twenty years ago surgical 
treatment for a variety of nasal conditions was 
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radical; almost everything that protruded was 
excised from the nose and the end result for the 
patient would be a so-called lead-pipe nose. Mod- 
ern surgical treatment generally has been directed 
toward retention of the normal physiology of the 
nose. Penicillin did much to better the therapy 
of diseases of the nose and throat. The sulfona- 
mide drugs, however, did not prove to be so ef- 
fective as was hoped in the treatment of infec- 
tions of the paranasal sinuses. 

Williams and Popp” reported in 1940 on 
roentgen therapy for acute sinusitis. I feel it is 
worth while to mention their views again herein. 
Roentgen therapy reduces pain promptly, prob- 
ably by rendering secretions more liquid. Oc- 
casionally, roentgen therapy shrinks the mucous 
membrane sufficiently so that when the next in- 
fection occurs there is either no pain at all or it 
is very slight. 

In the treatment of chronic sinusitis much can 
be done with conservative surgical treatment with 
penicillin as an adjunct. Penicillin alone will not 
cure chronic disease of the sinuses. If penicillin 
is administered the condition of the nose often 
will improve, but.as soon as the use of penicillin 
is stopped, the infection will recur. 

In the treatment of chronic pansinusitis with- 
out bronchiectasis, surgery and penicillin are the 
agents of choice. The treatment of chronic pan- 
sinusitis with bronchiectasis is somewhat different : 
often by the clearing up or amelioration of the 
condition in the lungs first, remarkable improve- 
ment is seen in the nose, and occasionally no 
further treatment need be directed to the nose. 
Sometimes the infection extends into the bone, 
in which instance osteomyelitis arises. The so- 
called spreading type of osteomyelitis has been 
dreaded by otolaryngologists. This type of in- 
fection occasionally starts after an intranasal op- 
eration. I reported two such cases, ifi which the 
infection was situated in the maxilla.® Both pa- 
tients recovered after a combined treatment with 
radical surgery and penicillin. These infections 
usually are caused by an anaerobic streptococcus, 
and in spite of everything that could be done— 
that is, before the advent of penicillin—the mor- 
tality rate was almost 100 per cent. Lillie’® also 
has reported several such cases. 

Nasal allergy still is one of the unsolved prob- 
lems of rhinology. Nasal allergy includes sea- 
sonal hay fever and so-called vasomotor rhinitis, 
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which is characterized by sneezing and watery 
discharge in the morning. Of the newer treat- 
ments, I should mention that involving histamine. 
The physiologic effects of histamine are known 
to be: (1) contraction of smooth muscle, (2) con- 
striction of arterioles, (3) dilatation and increased 
permeability of the capillaries, with localized 
edema, and (4) increased secretion by the secre- 
tory glands. Because there is a similarity between 
the action of allergy and that of histamine, small 
doses of histamine are administered in an attempt 
to desensitize the patient. Histamine and nicotinic 
acid can be tried, but in my experience, especially 
in respect to nicotinic acid, the results have been 
rather disappointing. 

Benadryl (beta-dimethylaminoethyl benzhydryl 
ether hydrochloride), which is an antihistaminic 
substance, has been tried much lately. In vasomo- 
tor rhinitis it helps only in about 20 per cent of 
the cases. Moreover, the side effects—drowsiness 
and nervousness—are most annoying. 

A newer drug, pyribenzamine hydrochloride 
(N’- pyridyl - N’ benzyl-N-dimethyl-ethylene dia- 
mine hydrochloride), seems to affect vasomotor 
rhinitis more satisfactorily; 50 to 60 per cent 
of patients derive benefit from this drug. The 
side reactions are not so noticeable as are the 
side effects of benadryl. At least, this was the 
opinion of McBean," who recently studied the 
subject. 

Of the newer treatments, I might also mention 
that involving the use of streptomycin—the new- 
est of the antibiotic agents. Since Klebsiella 
ozaenae, a bacterium which is sensitive to strep- 
tomycin, often is found in ozena, treatment of this 
disease with streptomycin has been tried. These 
experiments were started only recently by Dr. K. 
M. Simonton, and it is still too early to be able 
to say whether the patients have derived lasting 
benefit from it. 

Finally, I shall mention the use and misuse of 
nasal vasoconstrictors. These points recently were 
stressed by Lake.* For a long time it has been 
known that overuse of vascoconstrictors eventual- 
ly leads to difficulty in nasal function. Scarcely a 
day goes by during which some of us in the Sec- 
tion on Otolaryngology and Rhinology do not see 
one or two patients who are the victims of mis- 
use of nose drops. We often call this condition 
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“rhinitis medicamentosa.” The usual story is as 
follows: “My doctor gave me nose drops for 
‘sinus trouble.’ After a few weeks they did not 
give me relief any more and I got hold of some 
stronger ones. Now they don’t help me much, 
either.” 

Every attempt should be made to alleviate the 
original condition which led to the use of vaso- 
constrictors. An explanation of the normal phys- 
iology of the nose frequently is helpful in re- 
lieving the patient’s mind concerning certain mis- 
conceptions that he has entertained regarding 
his nose. 


There are certain indications for the use of 
nose drops. First, strong vasoconstricting agents 
are necessary in preoperative preparation and an- 
esthetization of the nose. Second, nose drops can 
be used for not more than two days, during the 
first stages of an acute cold, when certain patients 
experience complete blockage of the nares. Third, 
nose drops can be administered to the nursing 
infant who has a cold, so that he may be enabled 
to breathe well enough to take his feeding. 
Otherwise, the habit of the use of nose drops 
should be strongly discouraged. ) 
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AMEBIC ABSCESS OF THE LIVER WITH BRONCHOHEPATIC FISTULA 
Report of a Case and Discussion of Emetine Cardiotoxicity 


B. I. HELLER, M.D., and W. E. JACOBSON, M.D. 
Minneapolis, Minnesota 


———— with all its protean manifesta- 
tions presents a problem of great importance. 
This disease has never been considered a strictly 
tropical problem for it has been discovered wher- 
ever careful surveys have been conducted. The 
over-all infection rate for the United States has 
been estimated to be about 10 per cent. The in- 
cidence in tropical and subtropical regions and in 
areas of poor hygienic standards is much higher. 
Klatskin’® has estimated the incidence of ame- 
biasis among American troops stationed in India 
during the recent war to be between 20 and 40 
per cent. This is comparable to the incidence of 
23 per cent infection among troops in Calcutta 
and 18.3 per cent infection among troops in Myit- 
kyina, Burma, as quoted by Karl and Sloan.° 
The return of troops from those and other endem- 
ic areas increases the significance of this dis- 
ease to the physician and the public. Several 
authors’*?° have recently stressed the danger of 
producing a definite public health problem in- 
cident to the return to this country of a large 
number of undiagnosed and unsuspected cases 
of amebiasis. The chronicity of the disease, espe- 
cially in asymptomatic “cyst passers,” can be ex- 
pected to manifest itself in exacerbations and 
complications in the patient and by the spread 
of the disease to previously uninfected persons. 
These problems can be expected to arise in the 
Upper Midwest as frequently as might be ex- 
pected in other portions of the country. A con- 
stant awareness of the possibility of this disease 
is the most important factor which will lead to a 
proper diagnosis and successful treatment. It is 
imperative that the physician be .acquainted not 
only with the intestinal signs of amebiasis but 
also with the numerous other clinical manifesta- 
tions and complications of the disease. We are 
presenting a case of amebic abscess of the liver 
with pleuropulmonary complications. 
~ From the Department of Internal Medicine, University of 
Minnesota Hospitals and Veterans Administration Hospital, 
Minneapolis, Minnesota. Published with permission of the Med- 
ical Director, Veterans Administration, who assumes no re- 
sponsibility for the opinions expressed or conclusions drawn by 


the authors. 
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Roentgenogram of chest, February 13, 1947. Eleva 


Fig. 
tion “a ae right diaphragm and evidence of pleural effusion, 


Case Report 


R.B., a twenty-year-old World War II veteran, was 
admitted to the Minneapolis Veterans Administration 
Hospital on February 11, 1947. He dated the onset of 
his present illness to December, 1946, when he noted 
the onset of fever, cough, shortness of breath, soreness 
in the right shoulder, and. pain. in. the.right lower: chest 
He attributed his symptoms to-a recurrence of malaria 
and took quinine sulfate for several days. The symp- 
toms persisted and he was admitted to a local hospital 
on December 30, 1946, with an admitting diagnosis of 
recurrent malaria and right lower lobe pneumonia. He 
was treated with quinine sulfate, sulfadiazine, penicillin; 
and streptomycin; however, his symptoms persisted: 
On February 2, 1947, while still in the hospital, he sud- 
denly coughed up a large amount of a “chocolate pud- 
ding-like” material and subsequently coughed up bitter, 
bile-stained material. The diagnosis of amebiasis with 
hepatic abscess and bronchohepatic fistula was made at 
that time, and he was started on emetine therapy. He 
received seven intramuscular injections of emetine prior 
to transfer to the Veterans Administration Hospital. 
During the course of this illness he lost about 30 
pounds in weight. 

The past history was significant in that he had first 
developed bloody diarrhea about a year prior to ad- 
mission while stationed on Luzon in the Philippine 
Islands. At that time he received nonspecific therapy 
and the diarrhea subsided in about four days. Two 
months later while en route to the United States he 
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Roentgenogram of chest, posteroanterior view, March 


Fig. 2. 
10, 1947, Marked increase in the parenchymal lesion on the 
right. 


developed a second episode of bloody diarrhea. He also 
had chills and fever, and examination of the blood 
smear revealed the presence of malaria parasites. He 
was treated only with quinine and all his symptoms sub- 
sided. Following this he had recurrent episodes of 
bloody diarrhea every four to eight weeks. At no time 
during this entire year was his stool ever examined 
for ova or parasites; however, on numerous occasions 
he received nonspecific therapy for the diarrhea. 


Physical examination on admission revealed a well- 
developed, poorly nourished young white man who ap- 
peared chronically ill. His temperature was 99° F., 
his pulse 120 per minute, and his respirations 20 per 
minute. There was no icterus of the skin or sclerae. 
Examination of the chest revealed limited expansion on 
the right and there was dulness to percussion over the 
lower third of the right lung field posteriorly and 
laterally. The right diaphragm was immobile. The 
breath sounds were diminished over the area of dulness, 
Many coarse rales were present in the lower right lung 
field. The heart was not enlarged and the heart tones 
were normal. The blood pressure was 120 mm. mer- 
cury systolic and 68 mm. mercury diastolic. There was 
marked tenderness to pressure in the right upper ab- 
dominal quadrant, and the liver mass was thought to 
extend just below the costal margin. There was com- 
pression tenderness elicited over the liver area. The 
remainder of the physical examination was otherwise 
essentially negative. 


Laboratory Data.—Blood study on admission revealed 
a hemoglobin of 14.2 grams per cent, a red blood count 
of 4,870,000, and a leukocyte count of 13,700, with a 
differential of 56 per cent neutrophils, 30 per cent lym- 
phocytes, 3 per cent monocytes, and 11 per cent eosino- 
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Fig. 3. Roentgenogram of chest, lateral view, March 10, 1947. 
Doming of the anterior portion of the right hemi-diaphragm. 


phils. The erythrocyte sedimentation rate was 45 mm. 
per hour. The serological test for syphilis was nega- 
tive. Blood chemistry studies revealed a blood sugar of 
84 mg. per cent, a blood urea nitrogen of 14 mg. per 
cent, total plasma proteins of 8.3 grams per cent, with 
5.5 grams per cent albumin and 2.8 grams per cent 
globulin. The total serum bilirubin was 0.4 mg. per cent. 


Urinalysis on admission revealed a slightly acid re- 
action, a specific gravity of 1.025, negative tests for al- 
bumin and sugar, and 2 to 3 white blood cells per high 
power field. Examination of the blood smear failed to 
reveal malaria parasites. Numerous examinations of the 
sputa were all negative for bile, and no endameba his- 
tolytica were found. No ova or parasites were found 
in the feces on repeated studies. The bromsulfalein test 
revealed 10 per cent retention at the end of forty-five 
minutes. The cephalin cholesterol flocculation test was 
negative after twenty-four and forty-eight hours. Liver 
function studies repeated on April 2, 1947, the fiftieth 
hospital day, revealed no retention of bromsulfalein at 
the end of forty-five minutes, a negative cephalin 
cholesterol flocculation test, a total serum bilirubin of 
0.3 mg. per cent, and an alkaline phosphatase activity 
of the serum of 8 King-Armstrong units. 

Roentgendlogic examination of the chest shortly after 
admission (Fig. 1) showed an elevation of the right 
diaphragm and evidence of pleural effusion on the right. 
On fluoroscopic examination the right diaphragm was 
noted to be almost immobile, although slight paradoxical 
movement could be seen on deep inspiration. 


Hospital Course—On the fourth hospital day the 
patient was started on intramuscular injections of eme- 
tine in doses of 1 grain daily. He was also started on 
diodoquin, 10 grains three times a day. The patient 
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Fig. 4. Roentgenogram of chest, April 10, 1947. Almost com- 
plete resolution of the process on the right. 


was kept on strict bed rest, the blood pressure was 
checked frequently, and electrocardiagrams were taken 
every other day. On the third day of emetine therapy 
a marked decrease in the amplitude of the T waves was 
noted in all leads and on the fifth day there was a flat 
T: and diphasic T:, Ts, and Tcf, (Fig. 5b): In view 
of the progressive electrocardiographic changes from the 
normal pretreatment tracing (Fig. 5a) emetine was dis- 
continued after a total of 6 grains had been given. The 
diodoquin was continued for a total of twelve days. On 
this regime he improved subjectively and by the thir- 
teenth hospital day the erythrocyte sedimentation rate 
was down to 5 mm. per hour. However, the leukocyte 
count remained elevated between 13,000 and 14,000. On 
the eleventh and fifteenth hospital days, thoracenteses 
were attempted but no fluid was obtained at either 
time. In order to prevent secondary infection following 
attempted thoracentesis, penicillin was given prophylac- 
tically from the twelfth through the seventeenth hos- 
pital days. Except for occasional elevations to 99° F. 
the patient’s temperature remained essentially normal 
during the early phase of treatment. 

On the twentieth hospital day the patient again be- 
came rather acutely ill; his temperature, rose to 100° F., 
and the leukocyte count rose to 16,759, with 71 per cent 
neutrophils. The emetine treatment was renewed in 
doses of one grain daily given intramuscularly and con- 
tinued for five days. His temperature remained between 
99° and 100° F., for seven days, the leukocyte count 
rose to 19,600, and the erythrocyte sedimentation rose to 
86 mm. per hour. Penicillin was again started prophy- 
lactically on the twenty-first hospital day. Postero- 
anterior and lateral chest x-rays, taken on March 10, 
1947 (Figs. 2 and 3), the twenty-seventh hospital day, 
revealed a doming of the anterior portion of the right 
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Fig. 5. (a) Pretreatment electrocardiogram interpreted as 

within normal limits. 

(b) T wave changes noted after 5 grains emetine hydro- 
chloride intramuscularly over five-day period. 

(c) Marked T wave changes after third course of only 
3% grains emetine hydrochloride. Course preceded by short 
rest period, and thus the electrocardiogram shows cumulative 
effect of emetine. 


(d) After 15-day rest period the electrocardiogram shows 
complete return to normal. 


diaphragm, which was interpreted to be the forma- 
tion of a new liver abscess or reaccumulation of fluid 
in the previous abscess cavity. In spite of the fact that 
the patient had not had a sufficient rest period, a third 
course of emetine was started preparatory to attempted 
aspiration of the abscess. The emetine was given in doses 
of % grain intramuscularly every eight hours for four 
doses preoperatively. Following this the patient was 
taken to the operating room and aspiration was at- 
tempted from three approaches: lateral, anterolateral, 
and anterior. All attempts failed to yield pus and the 
procedure was discontinued. Emetine was continued 
postoperatively in doses of % grain intramuscularly 
daily. The electrocardiogram showed progressive 
changes with tendency to inversion of all T waves (Fig. 
5c), and thus emetine was discontinued after a total pre- 
operative and postoperative dose of 3% grains had 
been given. In spite of the failure to aspirate pus from 
the liver, the patient improved rather remarkably. His 
temperature returned to normal, the leukocyte count 
and the erythrocyte sedimentation rate gradually return- 
ed to within normal range, and subsequent roentgenologic 
studies showed disappearance of the doming and clear- 
ance of the pulmonary lesion. On the forty-ninth hos- 
pital day the leukocyte count was 9,600 with: 56 per cent 
neutrophils, and the erythrocyte sedimentation rate was 
2 mm. per hour. The electrocardiogram at that time 
was within normal limits with normal positive amplitude 
of all T waves (Fig. 5d). In view of the severity of 
the original infection, it was deemed advisable to give 
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the patient another small course of emetine. There had 
been a rest period of.sixteen days since the last emetine 
had been administered. The final course consisted of 
¥Y% grain daily for eight days. At no time during this 
course did the electrocardiogram become abnormal; 
however, on the seventh day of therapy there was a 


very slight decrease in the upright amplitude of the T 
waves. 


Subsequent roentgenologic (Fig. 4) and fluoroscopic 


studies showed a remarkable clearing of the pulmonary . 


lesion and almost normal movement of the right 
diaphragm. The liver was still palpable 3 cm. below the 
costal margin in the mid-clavicular line but it was no 
longer tender. On the sixty-fifth hospital day the pa- 
tient was up and about the ward. His weight was 148 
pounds as compared with an admission weight of 131 
pounds. He was discharged on the seventy-second hos- 
pital day. 


Discussion 


Amebic hepatitis and amebic abscess of the 
liver are the most important extra-intestinal man- 
ifestations of this disease. In Klatskin’s series™ 
of 748 cases of amebiasis there were sixty-nine 
cases (9.2 per cent) with liver involvement, and 
in the 360 cases reported by Karl and Sloan® 
there were thirty cases (8.3 per cent) with liver 
involvement. 


The symptoms and signs of hepatic amebiasis 
have been stressed in a number of recent arti- 
Cles.1+%-1011,13,14,15,18,19 Pain over the liver area is 
the most common symptom and is almost univer- 
ally present. The pain is usually anterior and 
subcostal in location but may also be present over 
the lower chest posteriorly. Not infrequently the 
pain may occur over the entire lower right chest 
and may be aggravated by coughing. This may 
direct one’s attention to the chest and suggest the 
erroneous diagnosis of pleurisy or early pneumo- 
nia. Fever is probably the next most common 
symptom and is an almost constant feature of 
abscess, but may be absent in presuppurative le- 
sions of the liver. In the event of abscess for- 
mation chills are not infrequent. Nausea and 
vomiting are said to occur in about one-third of 
the cases.” Anorexia, cough, and jaundice are 
other less common symptoms. Sodeman and 
Lewis" report the presence of jaundice in five 
cases (15.1 per cent) of a series of thirty-three 
patients with amebic hepatitis. Diarrhea may or 
may not be present during the development of 
hepatic involvement. In the thirty-three cases re- 
ported by Sodeman and Lewis” only nine patients 
had diarrhea at the onset of the hepatitis, al- 
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though another seven gave a history of previous 
episodes of diarrhea. 


The most constant and significant physical 
findings include liver tenderness and _ hepato- 
megaly. Klatskin’*** places considerable em- 
phasis on the importance of compression tender- 
ness over the liver area. Corroborative laboratory 
evidence will usually include a moderate leuko- 
cytosis and an elevated erythrocyte sedimentation 
rate. The finding of cysts or trophozoites of en- 
dameba histolytica in the feces is not essential to 
the diagnosis of hepatic amebiasis. In the sixty- 
nine cases of amebic hepatitis reported by Klat- 
skin,?® endameba histolytica was found in the 
feces in 80 per cent of the cases. In the series re- 
ported by Sodeman and Lewis'* the organisms 
were found in the feces in only 54.5 per cent of 
thirty-three cases. Roentgen-ray studies may give 
further aid to the diagnosis by the demonstration 
of a mass bulging under the diaphragm. Eleva- 
tion of the right diaphragm and immobilization 
are other frequent findings. 


The absolute diagnosis of hepatic amebiasis 
depends upon the aspiration of “anchovy-sauce” 
pus and the demonstration of endameba histolytica 
in the material. However, to wait for this evi- 
dence in all cases would be unjustified. With the 
aforementioned signs, symptoms, and laboratory 
findings, one can make a presumptive diagnosis of 
hepatic amebiasis, and a trial of emetine therapy 
is indicated. A satisfactory response to this treat- 
ment adds further weight to the correctness of the 
diagnosis. 


Pleuropulmonary involvement constitutes one 
of the most important complications of amebic 
abscess of the liver. This manifestation of the 
disease has been considered in some detail by 
Ochsner and DeBakey.’**"> A few of the more 
pertinent facts mentioned by these authors will 
be discussed here. Occasionally pulmonary ame- 
bic abscess may occur without evidence of liver 
disease, or may occur independent of the liver 
infection. However, pleuropulmonary involve- 
ment is most commonly the result of direct ex- 
tension of the disease from the liver through 
the diaphragm. 


Of the 2,490 cases of the amebic hepatic ab- 
scess collected by Ochsner and DeBakey,™ 198 
(7.5 per cent) had pleural complications and 209 
(8.3 per cent) had pulmonary complications. 
Thus pleuropulmonary complications occurred in 
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15.8 per cent of the cases. In their own series 
of 181 cases of amebic hepatitis and hepatic 
abscess there were twenty-six cases (14.4 per 
cent) of pleuropulmonary involvement.*** In 
the series of fifty-eight cases of hepatic amebic 
abscess reported by Sodeman and Lewis’® there 
were twelve cases (20 per cent) in which the 
presenting signs and symptoms were those of 
pleural pain, pleural effusion, or pneumonitis. 
Of the twenty-six cases of pleuropulmonary in- 
volvement reported by Ochsner and DeBakey*** 
there were nine cases (34.6 per cent) of empye- 
ma, nine cases (34.6 per cent) of pulmonary 
abscess, and eight cases (30.4 per cent) of bron- 
chohepatic fistula. 


The symptoms and signs of pleuropulmonary 
complications depend to a large extent upon the 
type of inyolvement. Chest pain and cough are 
almost constant symptoms. The former may fre- 
quently be referred to the shoulder area as a re- 
sult of diaphragmatic irritation. The expectora- 
tion of “anchovy-sauce” pus is considered to be 
pathognomonic of the disease. The demonstra- 
tion of endameba histolytica in the sputum of 
course establishes the diagnosis. Roentgenologic 


examination of the chest may frequently reveal 
in the lower lung field a triangular shadow with 
the base directed toward the liver and the apex 
directed toward the hilum of the lung. However, 
roentgen-rays may only demonstrate evidence of 
a pleural effusion or empyema. 


The prognosis depends upon the type of com- 
plications and the type of therapy used. In the 
collected series of Ochsner and DeBakey™ there 
was a mortality of 56.1 per cent among cases of 
pleuropulmonary involvement not receiving eme- 
tine. In cases receiving emetine the mortality was 
8.2 per cent. Open drainage increased the mor- 
tality even when combined with emetine. The 
total mortality in the collected series was 41.1 per 
cent. In the twenty-six personal cases reported 
by Ochsner and DeBakey™® the total mortality 
was 30.8 per cent. The development of an em- 
pyema has the worst prognosis while the forma- 
tion of a bronchohepatic fistula offers the best 
prognosis. Of the twenty-six cases of Ochsner 
and DeBakey™”* there were six deaths (66.6 per 
cent) among the nine cases of empyema, two 
deaths (22.2 per cent) among the nine cases of 
pulmonary abscess, and no deaths among the eight 
cases of bronchohepatic fistula. 
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Emetine Cardiotoxicity 

The therapeutic problem which arose when the 
patient manifested electrocardiographic evidence 
of emetine cardiotoxicity was of extreme con- 
cern to us. Though the cardiotoxic effects of 
emetine have been known” since 1916, considera- 
ble difference of opinion still exists as to its 
clinical significance. The experimental basis for 
emetine cardiotoxicity has been universally ac- 
cepted.?*276 In 1916 Levy and Rowntree’? 
demonstrated that the intravenous injection. into 
dogs of 4 to 18 mg. of emetine per kilogram of 
weight produced death by ventricular fibrillation. 
The authors stated that the principal pathological 
lesion was a hemorrhagic gastroenteritis, but no 
discussion is given of the myocardial pathology. 
In 1922 Chopra and Ghosh* reported cloudy 
swelling, atrophy, and myocardial necrosis in rab- 
bits that had been poisoned by doses of emetine. 
Rinehart and Anderson” reported that in rabbits 
and cats a single dose by mouth of 15 to 20 mg. 
per kilogram produced death in more than 50 per 
cent of the animals in two to eight days. Lethal 
or sublethal doses of the drug caused severe in- 
jury to the heart muscle. Those animals that died 
in less than forty-eight hours showed interstitial 
edema of the myocardium. In animals surviving 
for more than three days there was found a ne- 
crosis of some fibers and a degenerative swelling 
of the remainder. Focal proliferation of plasma 
cells, polymorphonuclear cells, and eosinophils 
was present. A more chronic intoxication with 
divided ‘lethal doses caused small cellular scars in 
the myocardium, ‘the scars being centered about 
necrotic fibers.2* As will be suggested later this 
is of considerable clinical significance in evaluat- 
ing the cumulative effect of emetine upon the 
myocardium. More recently striking electrocar- 
diographic changes have been noted in dogs and 
cats following the intravenous administration of 
emetine in a dose of 37 mg. per kilogram.” The 
earliest alteration consisted of widening of the 
initial QRS complex. This was noted to occur as 
early as 20 to 30 seconds after the injection and 
was not accompanied by prolongation of the PR 
interval, T wave changes, or unusual change in 
the heart rate. A second injection caused further 
intraventricular block and auricular extrasystoles. 
A third injection usually caused the heart to stop 
in diastole. Paroxysmal auricular tachycardia was 
frequently noted.’ Ventricular tachycardia was 
less common and oftén changed to ventricular 
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fibrillation. Noné of the dogs showed an ab- 
normal increase in the PR interval ; however, two 
cats were noted to have complete heart block. 
The electrocardiographic alterations usually dis- 
appeared within forty-five minutes if the dose did 
not exceed 37 mg. per kilogram. The striking ef- 
fect of the cumulative action of emetine is noted 
by the response to a second or third injection of 
the drug. Thus it has been shown that emetine 
is capable of producing marked cardiotoxicity in 
experimental animals, although it is recognized 
that the doses employed are far in excess of those 
used therapeutically. It remained for clinical in- 
vestigation to establish that emetine cardiotoxicity 
may also occur with the usual therapeutic doses. 
The difference of opinion which challenges this 
concept is felt to be due to a different clinical ap- 
proach to the problem. 


In 1935 Brown,’ in summarizing his experience 
with 544 cases of amebiasis treated at the Mayo 
Clinic with emetine, reported no evidence of car- 
diovascular disease. It is noted, however, that no 
electrocardiograms were reported. In the same 
year Sayid’* reported two cases of auricular 
fibrillation following the subcutaneous administra- 
tion of emetine. One might challenge the arrhyth- 
mia in his first case since it occurred in a pa- 
tient with mitral heart disease. The second case 
is thought to be significant since the patient had 
no evidence of heart disease prior to emetine 
therapy. In 1943 Heilig and Viveswar* reported 
a series of forty-five unselected cases of amebia- 
sis in whom emetine was given by both the in- 
tramuscular and intravenous routes. It was noted 
that these authors were dealing with chronically 
ill, malnourished patients, a large majority of 
whom had abnormal electrocardiograms prior to 
institution of therapy. In one of fourteen cases 
treated intramuscularly, electrocardiographic 
changes consisted of lowered QRS voltage and 
flattening of the T, after therapy. In six of six- 
teen cases treated intravenously, prolongation of 
the PR interval, diminished QRS voltage, and 
flattening of the T waves were noted. Fifteen 
cases treated with intravenous emetine were sub- 
jected to an exercise tolerance test, and lowered 
voltage of the R waves was noted in six instances 
and lowered T waves in nine instances. In all of 
the above-mentioned series, the dose consisted of 
1 grain daily for twelve days. The authors’ con- 
clusion that a moderate cardiac lesion is no con- 
traindication to emetine would seem, in view of 


1166 


AMEBIC ABSCESS OF THE LIVER—HELLER AND JACOBSON 


the above-noted electrocardiographic changes, to 
be open to some criticism. 


In 1944 Hardgrove and Smith,’ in a series of 
seventy-two cases treated with % grain of emetine 
twice a day for ten days, noted depression of T 
waves varying from lowering to frank inversion 
in thirty-three cases (45.8 per cent). In nine 
cases it was noted that the PR interval increased 
although still remaining within normal limits. In 
four cases there were noted auricular or ventric- 
ular extrasystoles. In 1945 Cottrell and Hay- 
ward’ reported a series of thirty-two cases treated 
with 1 grain of emetine intramuscularly for ten 
to twelve days. Lowering of the ORS was noted 
in seven cases and diminution of the T waves in 
one or more leads in twenty-five cases. In twelve 
cases the PR interval increased from .02 to .04 
seconds but still remained within normal limits. 
The blood pressure was observed in twenty-one 
cases ; no change occurring in thirteen, a transient 
fall from 15 to 20 mm. mercury occurring in six, 
and a persistent fall in two cases. Recently Dack 
and Moloshok® reported nine cases of amebic 
dysentery in whom toxic cardiac manifestations 
developed after treatment with emetine. Dysp- 
nea, tachycardia, or palpitation were observed in 
seven cases. Electrocardiographic abnormalities 
consisting of T wave changes were reported in 
all nine cases. The authors stress the fact that 
electrocardiographic abnormalities may first ap- 
pear one or two weeks after cessation of treat- 
ment. 


From the bulk of evidence it would seem safe 
to conclude that emetine is capable of producing 
clinically significant toxic effects on the heart. 
The electrocardiographic changes noted in our 
case were interpreted as evidence of early emetine 
cardiotoxicity and indications for at least tempo- 
rary cessation of emetine therapy. The length 
of the rest periods between courses of emetine 
was shorter than we would have liked to observe ; 
however, our desires in this regard were modified 
by the severity of the infection and the dire need 
for specific therapy. 


Summary 


1. A case of amebic abscess of the liver with 
bronchohepatic fistula is reported. The diagnostic 
criteria have been discussed. 

2. Amebiasis and its complications present a 
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CLINICAL USE OF FOLIC ACID 


MARCUS A. KEIL, M.D. 
Minneapolis, Minnesota 


UCH has been written on the clinical use 

of folic acid (pteroyl glutamic acid). The 
results of the various investigations have been 
quite similar, and consequently there is fair agree- 
ment as to indications and contraindications for 
its use. The purpose of this paper is to review 
briefly some of the literature and to add the 
results of the use of folic acid by the Department 
of Medicine at the University of Minnesota Hos- 
pitals during the past year. 


Studies on Nutrition of the Monkey 

Berry and Spies’ and Spies** have published 
the most complete reviews of the literature. Time 
permits only a brief review here. Probably it is 
most logical to first review the studies done on 
the nutrition of the Macacus Rhesus monkey. 
Wills and Bilimoria®® in 1932 showed that mon- 
keys fed a diet similar to that eaten by pregnant 
women in Bombay, India, developed anemia, leu- 
kopenia, and had a megaloblastic bone marrow. 
Yeast extract corrected the condition. In 1935 
Day, Langston, and Shukers* performed a sim- 
ilar experiment, noted that the animals developed 
in addition gingivitis, diarrhea, and expired in 
twenty-six to ninety-three days. They also 
noted’® that 10 grams of brewer’s yeast or 2 
grams of a liver stomach preparation daily pro- 
moted a normal state of nutrition. This unknown 
substance was designated vitamin “M,”’?? the “M” 
for monkey. Known vitamins were noted to be 
ineffective in the condition and liver extract was 
shown to be effective. In subsequent experi- 
ments?®**-3%-46,52 beneficial effects in the deficiency 
syndrome were obtained with yeast residue, crude 
liver extract, a norit eluate fraction of liver, and 
a highly purified L. caseii factor. Finally, crystal- 
line folic acid was shown to correct the condi- 
tion.”® 


Work on L. Caseii Factor—"Folic Acid” 

In 1941 Stokstad** isolated a factor from solu- 
bilized liver which was necessary for the growth 
of Lactobacillus caseii. At about the same time, 
Mitchell, Snell, and Peterson* reported isolation 
of a growth factor for Streptococcus lactis R 
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(Streptococcus faecalis) from spinach. This they 
termed folic acid because of the source. A num- 
ber of investigations have followed. Very briefly 
these have demonstrated that these factors were 
probably related and that hydrolysis of crude 
compounds produced substances equal in activity 
for both organisms. One of the biggest problems 
in studying folic acid is that the only method of 
quantitation is by bio-assay with either L. caseii 
or Streptococcus faecalis. At best it is not a 
very satisfactory method. 

The various investigations have revealed there 
are at least four different compounds from various 
sources which have “folic acid” activity. The 
Lactobacillus caseii factor from liver has been 
synthesized’ and its formula is :? 


coon een 
HOOC-CH,CH;CH-NH-C-<_Y-NH-CH, 105 


OH 


The folic acid factor from yeast has the same 
ring structure but differs in the number of mole- 
cules of glutamic acid, and is pteroylhexagluta- 
mylglutamic acid.** The fermentation L. caseii 
factor has been described by Hutchings et al as 
pteroyldiglutamylglutamic acid.”° 


Studies in Chick Nutrition—Hogan and Pa- 
rott”® in 1939 following studies on the nutrition 
of the chick, reported that a water soluble extract 
of liver was necessary to maintain growth and 
a satisfactory level of hemoglobin. He desig- 
nated this substance as vitamin Be, the “c” for 
chick, and showed that none of the known vita- 
mins would replace it. In 1943 Pfiffner et al** 
reported they had isolated: a erystalline substance 
from liver which was active for the chick and 
very active for L. caseit. This they felt was 
the same as the previously described “Eluate fac- 
tor” and “folic acid.” In subsequent reports*®* 
this same group of investigators showed that by 
enzymatic digestion of the yeast extract the sub- 
stance was equally active for EL. caseii and Strep- 
tococcus faecalis and’ also was as equally active 
as the liver factor. Much confusion has arisen 
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in connection with the studies of thick nutrition 
also but it appears that Briggs and Lillie’*® an- 
swered most of the problems by feeding chicks 
what appeared to be a diet deficient in folic acid 
and adding the synthetic substance. This pro- 
moted normal growth in all respects whereas 
the chicks not fed the synthetic product began 
to develop signs of the deficiency syndrome. 


Folic Acid Deficiency in the Rat—There are 
two reviews®"* of this work which do not inter- 
est us greatly here except that these studies were 
responsible for the original use of folic acid at 
the University of Minnesota. Two papers*’* 
appeared which reported that rats fed on a puri- 
fied diet plus sulfaguanidine or sulfasuxidine 
developed agranulocytopenia and aplasia of the 
bone marrow. This was corrected in three to 
ten days by liver fractions known to contain folic 
acid, even when the control conditions were con- 
‘tinued. A similar response’* was obtained with 
crystalline L. caseii factor:' In a ‘subsequent re- 
port®* L. caseii factor was repeatedly able to 
correct the granulocytopenia of rats on the defi- 
cient diet. 


Possible Folic Acid Deficiency in other Ani- 
mals.—A number of studies on deficiency states 
in other animals have been reported. Most of 
these have ‘been reviewed by Spies.* It appears 
at this time that they do not add anything to our 
‘knowledge of folic acid and its relationship to 
human nutrition. eeeinidls 


Studies on Folic Acid in Man 

It is impossible to know where such a review 
should begin; perhaps with the. use of liver ex- 
tract in pernicious anemia,,.perhaps.with the use 
of yeast in maerocytic anemia of pregnancy. In 
any event, both liver,and yeast haye been -used 
successfully and extensively ; inthe treatment of 
various. anemias and sprue.. Whether their bene- 
ficial. effects: have .been due. to, their :folic acid 
content .is not. definitely apparent. at this time. 
Again, :the subject is reviewed by: Spies.** 

One. of ‘the. first: clinical. studies :was reported 
‘in 1944 when:a Be concentrdate.-was :given to ten 
patients with’ anemia which would: not respond 
to the usual therapy.. A dose.of-1500. gamma per 
day failed to give & response.*®:i!)::::. 

In 1945. Watson: et al’ reported: giving folic 
‘acid concentrate orally ‘to’ eight patierits ‘with re- 
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fractory anemia. No response was noted. In 
six cases with leukopenia resulting from intensive 
roentgen ray therapy for carcinoma of the cer- 
vix, definite elevations of the leukocyte count were 
noted. One patient with polycythemia vera, re- 
ceiving total body radiation, exhibited a rise in 
the leukocyte count. No effect was noted in one 
patient with Hodgkins disease who was receiving 
radiation therapy. Also in 1945 Berry, Spies, 
and Doan® obtained transitory rises in the leu- 
kocyte counts in patients with leukopenia asso- 
ciated with a general vitamin B complex defi- 
ciency. A more recent report™ stated that agran- 
ulocytosis appeared in a patient receiving pro- 
pylthiouracil while 30 mg. of folic acid was 
being given daily. 

Vilter, Spies, and Koch*’ reported a study on 
fourteen cases of macrocytic anemia treated with 
synthetic folic acid. Five of these were Addiso- 
nian pernicious anemia, six were classified as 
nutritional anemias, and three were of indeter- 
minate type. Thirteen of the patients responded 
with a satisfactory reticulocytosis, rise in hemo- 
globin, and erythrocyte count. The response was 
considered to be equal to that expected from 
liver extract and was independent of the route 
of administration. 

Moore, Bierbaum, Welch, and Wright** report- 
ed a small group of cases treated with synthetic 
folic acid. Included were two patients with 
Addisonian pernicious anemia, one patient with 
nontropical sprue, and one patient with pernicious 
anemia of pregnancy. All obtained excellent hem- 
atological remissions. 

“Spies** more recently summarized treatment 
of forty-five patients with various anemias. He 
obtained hematological responses in five cases of 
nutritional macrocytic anemia, five cases of Addi- 
sonian pernicious anemia, eight cases of sprue, 
three indeterminate macrocytic anemias, three 
pernicious anemias of pregnancy, one macrocytic 
anemia and alcoholism, one macrocytic anemia 
and carcinoma of the stomach. Ten patients did 
not respond at all. These included three with 
aplastic anemia, three with leukemia, three with 
hypochromic anemia, and one with an indeter- 
minate macrocytic anemia. 

Arnall and Wright*® noted that pernicious ane- 
mia responded to folic acid. 

Other articles of interest have appeared. Zuil- 
zer and Ogden** noted that nine of twelve infants 
with macrocytic anemia responded to folic acid. 
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Berman et al* reported a series of eleven cases 
in which response was obtained in each instance 
where the bone marrow was _ megaloblastic. 
Doan*”® found folic acid failed in macrocytic 
anemia of cirrhosis. He also states that minor 
neurological signs and symptoms in patients with 
pernicious anemia in relapse have responded as 
promptly and completely following L. caseii fac- 
tor supplement as with potent liver extract. Gold- 
smith™* reported that familial hemolytic anemia 
did not respond to folic acid therapy. Moore 
et al®* found that 100 mg. of folic acid given 
rectally to a patient with Addisonian pernicious 
anemia gave a submaximal response. There are 
four writers who disagree with Doan’s view so 
far as the effect of folic acid on subacute com- 
bined degeneration is concerned. Spies**® reported 
follow-up studies on a series of twenty-six pa- 
tients. After five to eight months of treatment, 
four patients developed paresthesias and unsteady 
gait. Fifty'to 500 mg. of folic acid orally per 
day for ten to fourteen days did not benefit the 
patients but five cubic centimeters of liver extract 
parenterally gave improvement in ten days. 
Hall”? in a study of fourteen cases of pernicious 
anemia noted that the spinal cord lesions pro- 
gressed. Meyer*® noted progression of neuro- 
logical lesions in three of eleven patients treated. 
Heinle and Welch* considered the possibility that 
folic acid caused a more rapid development of 
cord lesions in one patient. 


Folic acid has also been used in the treatment 
of sprue, perhaps witth more success than in any 
other disease. Darby and Jones treated suc- 
cessfully two patients suffering from tropical 
sprue with synthetic folic acid. More complete 
studies followed, but Spies et al*? reported treat- 
ment of nine tropical sprue patients with excel- 
lent hematological responses, decrease in the vol- 
ume and the number of stools, and improvement 
in the patient’s sense of well-being. 


Results of Our Studies with the Use of Folic 
Acid.*—Our studies with folic acid (pteroylglu- 
tamic acid) have included administration to pa- 


tients with a variety of conditions. Our results, 
in general, agree fairly well with what has been 
previously reported. 


We have treated seven patients with pernicious 


*Synthetic folic acid, Lederele’s ‘‘Folvite’’ was used in this 
study and was su = by Dr. Stanton M. Hardy of Lederle 
Laboratories, Peart iver, New York. 
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anemia in relapse, six at this hospital and one 
at Ancker Hospital. 


Case Reports 


Case 1—E. M., a woman aged sixty-three, was given 
folic acid 200 mg. intravenously over a period of sixteen 
days. The hemoglobin was 10 grams and the erythrocyte 
count was 2.4 million at the beginning of treatment. On 
the twenty-seventh day the hemoglobin was 15.7 grams 
and the erythrocyte count was 4.9 million. 


Case 2.—J. B., a man aged sixty-six, was given 140 
mg. of folic acid in ten days (60 mg. intravenously, 60 
mg. intramuscularly, and 20 mg. orally), and on the 
tenth day, the hemoglobin had risen from 6.4 grams to 
8.1 grams. Maximum reticulocyte response was 15.5 
per cent on the sixth day. Liver extract parenterally 
failed to give a secondary reticulocytosis. Bone marrow 
study on the seventh day revealed an almost completely 
normoblastic marrow whereas before therapy it had 
been megaloblastic. 


Case 3—M. B., a woman aged forty-one, was given 
15 mg. folic acid orally for twenty-four days and 15 
mg. intramuscularly for the first three days. The hemo- 
globin rose from 3.9 grams to 10.6 grams, and the 
erythrocyte count from 850,000 to 3 million. Maximum 
reticulocytosis appeared on the sixth day when the 
count reached 35 per cent. Folic acid therapy was con- 
tinued in this case from September 10, 1946, to Novem- 
ber 15, 1946, the dosage being 15 mg. orally daily and 
30 mg. intramuscularly every week. It is, however, not 
certain just how much of the medication the patient 
received. On November 15, 1946, the hemoglobin was 
15.6 grams and the erythrocyte count was 4.8 million. 
The cell indices were normal, whereas before therapy 
there had been a marked macrocytosis. 


Case 4—E. J.,; a woman aged sixty-seven, was given 
folic acid 15 mg. intramuscularly and 15 mg. orally daily 
for eighteen days. The hemoglobin rose from 5.4 to 
8.1 grams, and the erythrocyte count rose from 1.9 to 
3.4 million. The maximum reticulocyte count appeared 
on the tenth day, when it was 10 per cent. 


Case 5—C. D., a man aged fifty-one, received folic 
acid 15 mg. intramuscularly daily for ten days, and 
10 mg. orally daily for eighteen more days. The hemo- 
globin rose from 9.6 to 15.2 grams and the erythro- 
cyte count rose from 2.5 million to 4.6 million in this 
interval. The reticulocyte count was maximal at the 
seventh day, when 11.3 per cent was recorded. 


Case 6.—M. J., a woman aged seventy-three, was given 
20 mg. of folic acid intravenously for ten days and 20 
mg. orally for ten more days. The hemoglobin rose 
from 7.3 to 10.5 grams and the erythrocyte count from 
1.4 million. to 2.5 million. The maximum reticulocyte 
count was 16.2 per cent on the seventh day of therapy. 


Case 7.—This patient, a woman aged eighty-five, was 
given 15 mg. of folic acid intramuscularly for ten days 
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and 5 mg. orally thereafter. On the eighth day, the 
reticulocyte count was 25 per cent. The hemoglobin 
rose from 3.8 grams to 7.8 grams at the end of 20 
days of therapy. 


The hematological responses in these patients 
compares quite favorably with the responses fol- 
lowing liver therapy. In Case 3, where the intake 
of extrinsic factor was very poor, folic acid ap- 
parently was capable of maintaining normal blood 
levels for the period of time the patient was 
treated. 


In June, 1946, we felt it would be very 
desirable to place a group of patients with treated 
pernicious anemia on folic acid in order to de- 
termine, if possible, whether the neurologic 
lesions of subacute combined degeneration would 
appear while folic acid was being given. We 
also wished to study the effect of folic acid on 
the cord lesions present at the time therapy was 
begun. We selected twenty-two patients, nine- 
teen of whom we were able to follow for the 
period of study. Eleven of these patients had no 
neurological signs at the beginning of treatment, 
and their hemoglobin levels were well maintained 
by parenteral liver extract. Two of these eleven 
patients received 30 mg. of folic acid intramus- 
cularly every two weeks. Two more received 
30 mg. intramuscularly every two weeks for two 
months and were then given 5 and 10 mg. orally 
daily, respectively, for another four months. The 
remaining seven patients of this group of eleven 
were given 5 mg. folic acid orally for five to six 
months. Hemoglobin values and erythrocyte 
counts on these patients remained at relatively 
normal levels and the neurological pictures were 
unchanged. 


There were nine patients of the group of twen- 
ty-two who had variable neurological symptoms 
and signs at the beginning of the study. Seven 
in this latter group were old cases which were 


stable on liver. Three of these had moderate neu- 
rological changes which did not progress during 
five months of treatment with folic acid. A 
fourth patient left the clinic before the study 
could be completed. A fifth patient had moderate 
neurological findings which did not progress. 
Two patients had severe cord changes when the 
study was begun. In one of these there was no 
apparent progression of the lesions during five 
months of study. The other demonstrated no 
changes at the end of five months and was again 
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given a moderately refined liver extract. One 
month later, however, she had definite evidence 
of progression of the neurological lesions. She 
has shown no improvement after six weekly in- 
jections of crude liver extract. The other two 
patients in this series are difficult to evaluate, 
but in neither were any significant changes demon- 
strated neurologically. The amount of folic acid 
given to these nine patients varied from 5 mg. 
orally daily to 30 mg. intramuscularly every two 
weeks. In all of the nineteen patients the hemo- 
globin and erythrocyte values were maintained at 
satisfactory levels but there was no definite in- 
crease over the values obtained while the patients 
received liver extract. 


Cases 3 and 6, above, deserve further considera- 
tion in regard to neurological lesions. Case 3 
had evidence of extensive cord involvement at 
the time she was first seen. Reflexes were hyper- 
active. Babinski reflexes were present bilaterally. 
Position sense was poor and vibration sense was 
absent bilaterally on the lower extremities. At- 
axia and scissor gait were present and she walked 
only with support. After the initial hospital- 
ization of twenty-four days she was given folic 
acid 15 mg. orally per day and 30 mg. intra- 
muscularly weekly by her local doctor. On 
October 8, 1946, one month after discharge, 
she returned to the out-patient clinic and several 
examiners felt that her gait was more unsteady. 
She also complained of inability to control her 
urine. After unsuccessful attempts to place her 
in a rest home, she was hospitalized on Novem- 
ber 15, 1946. At that time she was psychotic, 
exhibited marked malnutrition, had a flaccid 
paralysis of the lower extremities, was incon- 
tinent, and had no vibration or position sense in 
the legs. She also had several large decubiti and 
there were a number of erythematous areas over 
the feet and legs which were felt to be due to 
pellagra. As was pointed out above, her blood 
values were normal. She was treated intensively 
with a high caloric diet, crude liver extract, and 
vitamins. The skin lesions subsided rather 
promptly and two months later she was mentally 
clear, was no longer incontinent, and there was 
some evidence of improvement in the neurological 
lesions. 


Case 6 was maintained on folic acid 10 mg. per 
day after she developed sensitivity to liver ex- 
tract. She had definite evidence of neurologic 
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involvement at the time treatment was begun and 
was poorly nourished. After about seven months 
she complained bitterly of paresthesias and man- 
ifested evidence of progression of the neuro- 
logical lesions with hyperactive reflexes, a Babin- 
ski reflex on the right, and loss of vibratory 
sense in her legs. She has not improved signifi- 
cantly after two months of intensive therapy 
with liver extract and vitamins. 


Other Conditions Treated 


Folic acid has also been tried in a variety of 
other conditions. One patient with idiopathic 
hypochromic anemia failed to respond after a 
month of treatment with 30 mg. of folic acid daily 
orally. Four patients with hyporegenerative 
(aplastic) anemias failed to respond. One pa- 
tient eighty-five years old with a macrocytic 
anemia due to undetermined cause failed to re- 
spond. Another sixty-one-year-old man with a 
macrocytic anemia and a macronormoblastic mar- 
row failed to respond. A fifty-nine-year-old man 
who had had a gastrectomy in 1941 developed a 
macrocytic anemia which did not respond to 
folic acid orally. The bone marrow before therapy 
was macronormoblastic. 

Results of treatment in one case are very in- 
teresting. This patient had a macrocytic anemia 
with free hydrochloric acid on gastric aspiration. 
Intermittent diarrhea was present. Liver therapy 
had been carried out for a prolonged period in 
adequate amounts, and liver injections were con- 
tinued while folic acid was given. However, after 
twenty-three days on 10 mg. of folic acid orally 
daily, the hemoglobin had risen from 8.5 to 10.6 
grams. A reticulocyte response was obtained and 
reached 14.6 per cent on the sixth day. It is 
probable that this patient had sprue, but labora- 
tory proof was not available. 


Six patients with neutropenia or agranulocy- 
tosis have been treated. Three of these were as- 
sociated with hyperthyroidism in patients receiv- 
ing various medications including thiouracil or 


propylthiouracil. In one patient, a marked re- 
sponse occurred simultaneously with the admin- 
istration of 10 mg. of folic acid intravenously 
daily. The patient also received pyridoxine and 
penicillin. The same situation prevailed in the 
other two cases where there was a less marked 
rise in the leukocyte count, and again the re- 
sponses may have’ been due to other medications. 
One five-year-old girl with a severe neutropenia 
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of undertermined cause failed to respond and 
another patient, also with an agranulocytosis of 
undetermined etiology, demonstrated no ap- 
parent response to folic acid. In one patient with 
a sulfonamide leukopenia the leukocyte count 
rose from 3,650 to 9,400 cells after three days 
of treatment. The percentage of polymorpho- 
nuclear cells rose from 20 to 68 per cent. This 
result may well have been due to discontinuing 
the sulfonamide. 


Two patients with nonspecific ulcerative colitis 
were given folic acid 40 mg. daily for eleven 
and 100 days, respectively, without a definite im- 
provement in the number or character of their 
stools. Another patient with nonspecific ulcera- 
tive colitis who had had repeated resections of 
portions of her small bowel in addition to the 
colon because of extension of the disease failed 
to respond after fourteen days of therapy. One 
patient with steatorrhea may have had a response 
to folic acid but the clinical picture was com- 
plicated by hemorrhage from an esophageal diver- 
ticulum, and no conclusions can be drawn. One 
patient with pernicious anemia and an unex- 
plained diarrhea was treated. No improvement 
in the diarrhea was noted. A temporary improve- 
ment was noted in one patient with steatorrhea 
thought to be due to sprue. 


Amounts and Administration 


We have used folic acid intravenously, in- 
tramuscularly, and orally. When diluted with 
10 c.c. of saline, as much as 40 mg. of folic acid 
has been given intravenously without reaction. 
Intramuscular injections produce temporary dis- 
comfort. No reactions have been noted to oral 
administration. Doan®® reports that 125 to 150 
mg. given intravenously produce unpleasant his- 
taminelike reactions. 

Discussion 

The role of folic acid in human nutrition is 
not at all clear, nor is it established that it is an 
essential substance as it is in the nutrition of the 
monkey. Our knowledge at this point permits 
us to say that given parenterally, orally, or rectal- 
ly to patients with pernicious anemia and other 
megaloblastic anemias it produces an apparently 
complete remission of the blood picture. It ap- 
parently fails to exert any beneficial effect on the 
associated cord lesions of pernicious anemia. The 
folic acid content of liver has been studied.” 
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by bio-assay methods and the amount of free 
folic acid present is less than 10 micrograms per 
cubic centimeter. Oral liver preparations also 
give a low assay value. Many studies have been 
reported in which the amount of folic acid in liver 
and yeast (as determined by bio-assay methods) 
could be increased by acid or base hydrolysis, or 
enzymatic digestion, but the amount obtained is 
not significantly increased. 

The above findings have led Spies® to postu- 
late that folic acid in food occurs as a conjugate, 
and patients with megaloblastic anemias are un- 
able to liberate the active substance because of 
lack of enzymes. He further postulates that liver 
extract may provide an enzyme capable of liberat- 
ing folic acid from the conjugated form. The 
work of Bethell’ and Heinle** tend to support 
this theory. 


Case 3, above, presents another feature which 
I believe is significant. The question might well 
be asked if folic acid deficiency plays any part in 
producing the clinical picture of pellagra. This 
patient developed what was felt to be pellagra 
while she was being given folic acid, and re- 
sponded rather promptly when nicotinamide was 
given. 

Doan*® has described folic acid as “an essen- 
tial panhematopoietic stimulus,” and Wright and 
Welch® regard folic acid as part of the vitamin 
B complex. I should like to point out that in 
several of our patients an unexplained feeling 
of well-being followed folic acid therapy. In one 
instance this effect was later secured by giving 
placebos. In others it may have been due to a 
dislike for intramuscular injections of liver ex- 
tract. The improvement in one patient’s epigas- 
tric distress and bowel habits may have been 
related to change in bacterial flora of the bowel 
since folic acid is an essential growth factor for 
the lactobacilli group and also streptococcus 
faecalis. It is, however, to be noted also that 
several patients felt better after liver extract 
therapy was resumed. 

In the. present state of our knowledge it does 
not appear possible to state clearly the indications 
for the clinical use of folic acid. Certainly it ap- 
pears that folic acid should be given to every pa- 
tient who appears to have sprue. There appears 
to be sufficient evidence to warrant its continued 
use and evaluation in neutropenias and agranu- 
locytosis, particularly those due to sulfonamides. 
In some of the megaloblastic anemias where spinal 
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cord lesions are not present it may be made more 
desirable than liver extract, particularly where 
there is sensitivity to the latter. It also seems quite 
possible that it may be an essential vitamin. 


Conclusions 


From our studies it seems fair to draw the 
following conclusions : 


1. Folic acid (pteroylglutamic acid) parenteral- 
ly is capable of inducing a complete remission in 
Addisonian pernicious anemia and, given orally 
or parenterally, is capable of maintaining normal 
blood values for a period of at least five months. 


2. It appears to exert no beneficial effect on the 
spinal cord lesions of subacute combined degener- 
ation. 


3. Macrocytic anemias in which a megaloblas- 
tic marrow could not be demonstrated did not 
respond to folic acid. 


4. It does not appear to be of any benefit in the 
other conditions in which it was tried, with the 
possible exception of the sulfonamide leukopenias. 
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PRACTICE BY APPOINTMENT 


Criticism of the individual members of the medical 
profession is encountered in everv survey and _ test 
being made to find answers to problems of public rela- 
tions. Laymen complain that “they are being pushed 
around by the doctors.” Just today we were told of 
a patient trying to find a doctor in one of our larger 
towns. The patient had an earache too severe ‘for 
ordinary remedies, but could see the otologist only by 
appointment, and the first available date was two weeks 
ahead. Too often the doctor’s appointments are made 
up as far as six weeks in advance. 

Industrialists complain that if a worker has to go to 
a doctor during working hours it takes at least three 
hours, and causes too many lost man-hours. And the 
patients that do get in to see the doctor complain that 
the appointment is crowded into so little time that they 
feel as though they are on an assembly line. 

Tens of thousands of our doctors have returned 
from military service where they became used to fixed 
hours, and shorter hours for their work. Labor and 


November, 1947 


the government have impressed upon all of us the ideal 
of a forty-hour week. Doctors, especially the younger 
ones, are adjusting their practices to short hours 
filled with appointments, and these are made far in 
advance. Such a regime makes for the complaint that 
doctors are hard to find; that there are too few of them. 

During the war many of our busy doctors found that 
they were not rendering the best possible service by 
the appointment system, and opened their offices to all 
comers; first come, first served. The office doors would 
be closed at a designated hour, and the doctor would 
care for all who remained before leaving. People 
complained of having to wait sometimes a long while, 
but they did get medical care. This plan should ap- 
peal to some doctors in each community. 

If doctors continue to practice by appointment, and 
since the public is really entitled to medical attention, 
we would suggest that every day of appointments in- 
clude one hour or a specified time for patients without 
appointments.—Editorial, Journal Michigan State Medi- 
cal Society, October, 1947. 
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DIAGNOSTIC CASE REPORT 


KARL W. EMANUEL, M.D., MALCOLM GILLESPIE, M.D., and ARTHUR H. WELLS, M.D. 
Duluth, Minnesota 


Dr. K. W. Emanuec: Mrs. E. P., aged thirty-nine 
years, consulted me on June 4, 1947, complaining of 
diarrhea, occasional vomiting, and some cramp-like ab- 
dominal pain associated with her diarrhea beginning 
May 7. The diarrhea had stopped at the time I saw 
her, and her chief complaint was itching of the skin 
associated with some areas of papular dermatitis. The 
physical examination was essentially negative through- 
out, with normal blood counts and routine urine analysis. 
On June 6, she again came to my office, stating that 
her skin had become very yellow during the preceding 
two days. She had also noticed some weakness and 
itching. Her icterus index was 70 units. The red blood 
cell sedimentation rate was 75 mm. in one hour (Wester- 
gren) and there was a 2 plus bile in the urine. The white 
blood cell count was 12,250. Her pulse and temperature 
were normal. The examination was otherwise essentially 
negative. There were no clay-colored stools. Hospitali- 
zation was advised, but refused. She was, therefore, 
placed on proklats and ketochal. On June 11, her icterus 
index had dropped to 69 units. The red blood cell 
sedimentation rate was 65 mm. and the urine had 1 plus 
bile. Besides jaundice and associated itching, she was 
beginning to feel definitely weaker. Her appetite was 
fair, and there was no nausea or vomiting. The stools 
were normal in color and in frequency. Hospitalization 
was again urged, but refused. On June 16, her icterus 
index had dropped to 60 units. The sedimentation rate 
was 55 mm. and the urine showed a trace of bile. The 
jaundice had receded slightly but there was still con- 
siderable itching. Her weakness was more profound 
than on previous visits. The hemoglobin was 94 per 
cent and the red blood cell count was 4,480,000. Her 
stools were lighter in color but not clay-colored. 

Because of her profound weakness, she consented to 
enter the hospital on June 22. While at home she had 
noticed some chills and a slight fever for a couple 
of days. There had also been a loss of from 5 to 10 
pounds in weight since the onset of the present illness 
which she felt to be due to loss of appetite. 

She was a well-developed and well-nourished white 
woman with a grade III jaundice. There were marked 
deformities of the hands and feet due to rheumatoid 
arthritis. The blood pressure was 130/80. Temperature, 
pulse, and respiration were normal. The abdomen had 
no tenderness whatever. The gall bladder and other 
masses could not be seen or felt. The cardiac, lung, 
pelvic and rectal examinations were essentially neg- 
ative, 


From the Department of Pathology, St. Luke’s Hospital, 
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The family history was not contributory. She had 
five children, living and well. All her pregnancies had 
been normal. She had had no operation. She had had 
pneumonia once and had suffered from rheumatoid 
arthritis for many years. 


Laboratory findings: A four-day stool was negative 
for urobilinogen. A twenty-four hour urine specimen 
contained bile, but no urobilinogen. The blood choles- 
terol was 267.0 and cholesterol esters 51.5 mg. per cent. 
A cephalin flocculation test on June 24 was negative, 
and on June 27 it was 1 plus. The alkaline phosphatase 
was 40.6 units (K.A.). The direct Van den Bergh 
was 16.4 mgm. per cent and the indirect Van den Bergh 
was 1.85 mgm. per cent. The benzoic acid excretion 
test revealed 3.33 gm. excreted in three hours. There 
were 6,400 white blood cells with a normal differential 
count. The red blood cells totaled 3,970,000 and the 
hemoglobin was 14 gm. The red blood cell sedimen- 
tation rate was 97 mm. in one hour (Westergren). A 
red blood cell fragility test was normal. X-ray studies 
showed a nonvisualization of the gall bladder and no 
changes in the stomach or duodenum. 


Dr. A. H. Wetts: The case is now open for diagnosis. 


Puysictans: Choledocholithiasis, acute hepatitis, car- 
cinoma of the liver. 


Dr. E. L. Tuony: The absence of urobilinogen in the 
stool and urine plus normal results with liver function 
tests even after a month of jaundice make this an al- 
most certain case of carcinoma blocking the common 
duct. 


Dr. F. J. Hirscuporck: More specifically, this is a 
case of carcinoma of the papilla of Vater. This type 
of cancer is much more likely to result in a fluctuating 
jaundice than carcinoma of the pancreas. 


Dr. M. G. Gittespre: Through a mid-right rectus in- 
cision, exploration revealed a distended gall bladder and 
common duct without stones. Dake’s smallest: dilator 
passed through the ampulla without much difficulty. 
However, we opened the duodenum vertically to expose 
a tiny nonpalpable mass on the papilla. A Whipple op- 
eration was performed, with resection of the head of the 
pancreas, the first and second portions of the duodenum, 
the pyloric end of the stomach and the terminal end of 
the common duct (Fig. 1). The remainder of the 
head of the pancreas was sutured into the end of the 
first part of the jejunum and the common duct joined 
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end to side with the same loop a few centimeters dis- 
tally. The patient had a completely uncomplicated con- 
valescence. A T-tube left in the common duct came 
out about two weeks after the operation, and its sinus 
tract closed immediately. 


Dr. A. H. Wetts: The lesion involved the very mar- 
gins of the orifices of the common duct and duct of 
Wirsung, and extended distally on the duodenal mucosa 
for 5 mm, (Figs. 2 and 3). There was a severe dilatation 
of the two ducts with thickening of their walls. Micro- 
scopically (Fig. 4) the adenocarcinoma appears to 
have had its origin from the epithelium of the two 
ducts at their transitions to the duodenal mucosa. No 
extension into the head of the pancreas or through the 
duodenal musculature could be found. I predict a com- 
plete cure. 


Frequency 

In a group of 464 cases of carcinoma of the gall 
bladder extrahepatic ducts, and the major duodenal 
papilla, there were 291 cases originating in the bladder, 
119 in the ducts, and 54 in the papilla. Carcinoma 
of the latter represented 1.13 per cent of the cases of 
carcinoma found in 26,306 necropsies.15 Cancer of the 
papilla is reported in a ratio of from 2:1 to 6:1 pre- 
dominance in males. Although this malignancy may 
occur at any period of adult life, the mean age is 
approximately 56 years.1® 


Etiology 

The most convincing theory®,7:16 as to the etiology of 
carcinoma of the papilla concerns the little known, yet 
remarkably frequent tendency for the normally promi- 
nant valvelike folds of the epithelium inside the orifice 
of the papilla to form adenomatoid hyperplastic polyps. It 
is generally accepted that this pathologic manifestation is 
a common precursor of cancer in the rest of the 
gastrointestinal tract. Recurrent inflammation may be 
the instigator of the polyps.7 Gallstones occur in 50 
per cent of the cases of carcinoma of the gall bladder, 
in 31 per cent of the cases of cancer of the extrahepatic 
ducts and in only 17 per cent of the malignancies of the 
papilla.® 


Pathology 

Carcinomas of the papilla may have their origin from 
seven possible epithelial structures: (1) common duct, 
(2) pancreatic duct, (3) the confluence of ducts (am- 
pulla), (4) Lieberkuehn’s glands of the duodenum, 
(5) Brunner’s glands, (6) aberrent pancreatic glands 
and (7) Dradinski’s mucous glands of the papilla. In 
most instances, tumors of these different sources can- 
not be differentiated and for practical purposes are 
grouped as adenocarcinomas of the major duodenal 
papilla, caruncula major, or papilla of Vater. Since an 
ampulla does not exist in 43 per cent of the papillas*® 
and the tumors can be demonstrated in some instances 
to arise from most of the above normal sources, the 
frequently used term of carcinoma of the ampulla of 
Vater should be discarded as inadequate. 


Very rarely other malignant tumors including mela- 
noma, lymphosarcoma, and spindle cell sarcoma have 
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been described.®.14 Rarely, benign neoplasms have been 
found causing clinical manifestations... They include 
papilloma, adenoma, lipoma, fibroma, neuroma, gran- 
uloma, melanoma, and carcinoid. Benign duodenal ulcers 
rarely occur on the papilla.4 


The epithelial malignancies are nearly all adenocar- 
cinomas. They have a decided tendency to become pap- 
illary and are frequently described as infiltrating and 
ulcerating. Rarely they form much mucus. They tend 
to be of low histologic grade. They range up to 3 cm. 
in diameter, and are frequently too small for the sur- 
geon to palpate through the duodenal walls. The fact 
that less than half of the cases have metastasized even 
at the time of death makes this malignancy unique 
among the cancers of the gastrointestinal'® 17,18 tract. 
Metastases do occur late in the adjacent lymph nodes, 
pancreas, and liver in some cases. 


Cited as the reasons for the rapid exitus which aver- 
ages seven and a third months from the onset of symp- 
toms in untreated cases are: cholemia, cholangitis, liver 
abscess, empyema of the gall bladder, acute peritonitis, 
suppurative pylephlebitis, exsanguination from intraduo- 
denal hemorrhage, duodenal obstruction, cachexia, and 
pneumonia. Other anatomical complications result from 
blocking the common duct and Wirsung’s duct, in- 
clude a dilatation of the gall bladder (possibly 90 per 
cent), dilatation of intrahepatic bile ducts, hydrops of 
the gall bladder and extrahepatic ducts, cholecystitis, 
dilatation of the major pancreatic duct (majority), pan- 
creatic fibrosis and atrophy. 


Clinical Manifestations 


Dr. K. W. EMANuEL: The early occurrence of signs 
and symptoms of malignancies of the papilla of Vater 
depend primarily upon their strategic location and al- 
most universal obstruction of the flow of bile and toa 
less extent on the frequent obstruction of the pancreatic 
duct. The consequent jaundice is nearly always present 
and is the chief complaint in the majority of cases. 
In the majority of patients the jaundice is constantly 
present with some fluctuation and slow progression.21 A 
few cases with intermittent icterus are explained upon 
the basis of ulceration and necrosis of the obstructing 
malignancy. Occasionally the jaundice is continuous 
and progressive without fluctuation and rarely there is no 
jaundice. 

Contrary to the general belief, these patients do not 
have a painless jaundice, but over 50 per cent have a 
colicky or continuous pain in the epigastrium right upper 
quadrant or elsewhere in the abdomen.17 The pain is 
generally not severe and may decrease in severity. 


Pruritis, rapid loss of weight, anorexia and progres- 
sive weakness are outstanding and frequent complaints. 
Chills and fever occur in over 50 per cent and simulate 
these symptoms in common duct calculus. Light colored 
or acholic, tarry and steatorrheal stools have been de- 
scribed. Nausea, vomiting, diarrhea, severe constipation, 
bloating sensations and eructations are occasionally noted. 
In some hands distended gall bladders are palpable in 
over one half of these patients.21 Courvoisier’s law is 
proved correct in 83 per cent of the cases at the time 
of laparotomy.18 
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A barium meal and roentgren study may reveal some 
deformity in the second part of the duodenum and prove 
helpful in ruling out other gastrointestinal diseases. 
An abdominoscopic examination has been considered of 
use.?2 
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Fig. 2. (left) Arrow points to the duodenal mucosal surface 
of the carcinoma on top of the papilla of Vater. 


Fig. 3. (right), Arrows point to the early carcinoma about the 
e 


margins of ilated (in order) common duct and duct of 
Wirsung, also an extension down on the duodenal mucosa. 


The literature on carcinoma of the papilla of Vater 
is dominated by surgical interests which may explain 
the great paucity of data concerning exact measure- 
ments of physiologic processes. When the figures are 
known, we predict that the laboratory can be of con- 
siderable help; first in differentiating obstructive (sur- 
gical) from intrahepatic (medical) jaundice and second, 
in aiding in the determination of the exact location of 
the lesion. The patient we have presented is an illus- 
tration of how the various liver function tests (cephalin 
flocculation, galactose tolerance, benzoic acid excretion, 
blood cholesterol and cholesterol esters) are negative 
for diffuse disease of the liver and how the complete 
absence of urobilinogen of the stool and urine leads to 
the clinical diagnosis of carcinoma obstructing the com- 
mon duct. Other aids are found in the fact that occult 
blood occurs in the stools in a majority of patients with 
cancer of the papilla. Also blood amylase and lipase 
may be increased due to the pancreatic duct obstruction. 
Duodenal aspiration of blood with little or no bile is 
considered helpful.21 

One must clinically differentiate carcinoma of the 
major duodenal papilla from: cancer of the pancreas, 
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common duct calculus, stricture of the common duct, 
cholecystitis, cirrhosis of the liver, hepatitis, empyema of 
the gall bladder, duodenal ulcer, carcinoma of the liver 
and others. The most important of these, carcinoma of the 
head of the pancreas, is less likely to have occult blood 


Fig. 4. Photomicrograph showing an adenocarcinoma at the 
margin of the common duct with beginning infiltration of the 
— duodenal mucssa covering the outside of the papilla of 

ater. 


in the stools and is more likely to have a rapidly de- 
veloping to complete and continuous obstruction of the 
common duct, a longer prodromal phase of abdominal 
pain, weight loss, anemia and cachexia before the ap- 
pearance of jaundice? a palpable mass, and x-ray 
evidence of an enlarged head of the pancreas. 

The diagnosis is rarely made before and never estab- 
lished until a surgical exploration is performed. No 
patient should be permitted to go more than a few 
weeks with an obstructive jaundice without a laparotomy. 


Treatment 


Dr. M. G. Gitrespre: Barring a surgical death, the 
excellent prognosis following radical resection of car- 
cinoma of the papilla of Vater has led to a wide variety 
of téchniques in an effort to circumvent the many dis- 
asters evidenced throughout the literature on this sub- 
ject. In a review1? of 124 collected cases there was a 
30.6 per cent surgical mortality. In one review!? of 
thirty-eight deaths, twelve died of hemorrhage, five of 
peritonitis, three of duodenal fistula, two of shock, two 
of pneumonia, and fourteen were not stated. Five factors 
of poor success have been listed?* as (1) the insidious 
onset of the disease, (2) the poor condition of the pa- 
tients, (3) the relative inaccessibility of the lesions, (4) 
the proximity of important structures which cannot be 
sacrificed, and (5) technical difficulties. In spite of 
these, radical resection has sustained life for a longer 
period than conservative treatment and it offers the 
only prospect there is of a cure. With the advent of 
vitamin K, a more liberal use of blood transfusions, 
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chemotherapy and improvements in surgical techniques, 
surgical mortalities have decreased considerably. 

No single operative procedure is suited for all va- 
rieties of tumors of the papilla.5 The mistake of per- 
forming a radical resection for a benign papilloma fol- 
lowed by surgical death!! is indeed unwarranted. In 
such benign lesions and possibly selected tiny malignant 
neoplasms, local resections with reimplantation of the 
common bile and pancreatic ducts may be indicated.18 
Most surgeons prefer a one- or two-stage radical resec- 
tion.®-18,23,24 Tf the pancreatic duct is tied off, disturb- 
ances in carbohydrate and fat metabolism may devel- 
ope.19,19,23 The feeding of lecithin, choline and pan- 
creatic extract or lipocaic have been advised for both 
preoperative and postoperative care.?° 

Because of the fibrous adhesions resulting from the 
first procedure, we favor a one-stage radical resection 
in those cases where there are no demonstrable metastases 
and in which the patient has been suitably prepared and 
is a good operative risk. 


Summary 


The case of a thirty-nine-year-old woman with a 
carcinoma of the papilla of Vater is presented as a 
diagnostic study. Over a five-week period she suffered 
with diarrhea, vomiting, colicky abdominal pain, a slowly 
progressive, apparently fluctuating jaundice and pruri- 
tus followed by loss of from 5 to 10 pounds of weight, 
profound weakness, chills and fever. The laboratory 
studies revealed no urobilinogen in the stools or urine, 
and normal results in a series of liver function tests. 
A radical (Whipple) resection of the malignancy has 
almost certainly resulted in a cure. 

A very brief review of the literature concerning the 
frequency, etiology, pathology, clinical manifestations 
and treatment of carcinoma of the papilla of Vater 
is presented. 
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AMEBIC ABSCESS OF THE LIVER 
(Continued from Page 1166) 


problem of great importance. The key to an early 
diagnosis is constant awareness of the disease, 


3. Emetine cardiotoxicity and a brief review 
of the experimental and clinical literature is cited. 
The fact that emetine cardiotoxicity may occur 
with the usual therapeutic doses is ‘stressed. 
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NOTES ON THE HISTORY OF MEDICINE IN FILLMORE COUNTY 
PRIOR TO 1900 


By NORA H. GUTHREY 
Mayo Clinic 
Rochester, Minnesota 


(Continued from October issue) 


Jay Le Roy Sackett, the only son and one of the three children of Dr. and 
Mrs. Reuben N. Sackett, was born at St. Charles, Winona County, in the late 
fifties. His father and mother were of the finest type of pioneer settlers of 
southern Minnesota, in Olmsted, Fillmore and Winona Counties. 

Reuben Nathaniel Sackett was born on December 8, 1825, in Chautauqua 
County, New York, obtained his general education and medical training in his 
native state and was admitted to practice in Syracuse. On August 11, 1854, 
he was married to Julia A. Palmer and in May of 1855 the young couple 
moved to southern Minnesota, to settle first in Olmsted County, in Quincy 
‘Township; in this period he was known as Dr. Nathaniel R. Sackett. Subse- 
quently Dr. and Mrs. Sackett lived in St. Charles, Winona County, where the 
doctor had a medical and surgical practice, and later they were in Janesville, 
Waseca County, and in Windom, Cottonwood County. At one period, pre- 
sumably before moving into western Minnesota, Dr. Sackett practiced for a 
time in Chatfield, Fillmore County. Of the two daughters of the family, 
Zilpha Estell died in infancy ; Nettie was married to A. G. Chapman, a lawyer, 
of Lanesboro. Dr. Sackett was active in the Masonic order and as a charter 
member helped to organize lodges at St. Charles, Janesville and Windom. 
He and his wife for more than seventy years were members of the Methodist 
Church. Mrs. Sackett died at the home of her daughter, in Lanesboro, on 
November 21, 1914; Dr. Sackett died on December 20, 1920, in a hospital at 
Rochester; both were buried at Lanesboro, where they often had visited Mr. 
and Mrs. A. G. Chapman and where they were well known. 


Jay Le Roy Sackett received his preliminary education in the schools of 
St. Charles. Later he was a student at Hamline University, in Saint Paul, and 
took his medical training at the Hahnemann Medical College of Chicago, 
from which he was graduated in the late winter of 1887; soon afterward he 
was licensed to practice in Minnesota, receiving certificate No. 1328 (H), 
dated March 16, 1887. 

Just at that time Dr. James M. Wheat, since 1856 a highly respected physi- 
cian and surgeorm in Lenora, Canton Township, Fillmore County, was mov- 
ing permanently to California, and Dr. Sackett, young, “a fine looking man of 
thé brunet type, intelligent and quick,” succeeded to his practice. The village 
of Lenora, in a prosperous community fourteen miles from Lanesboro, its 
nearest railway point, and five and a half miles from Canton, once was ex- 
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pected to become a railway town but, like many another village in the county, 
had been left on one side by the Southern Minnesota Railroad in 1870, so 
that its fortunes had dwindled; even in-1887, however, it had 125 residents, a 
school, a hotel, two churches and several stores, daily mail and tri-weekly 
stages to Canton and Rushford. 

His promising career so well begun in Lenora was cut short after only two 
years when Dr. Sackett contracted tuberculosis; in the hope of benefiting 
from change of climate he removed to San Antonio, Texas, but he did not 
improve and died in San Antonio soon after his arrival there. His wife, who 
had been Minnie Spencer, of St. Paul, survived him; there were no children. 
After her husband’s death Mrs. Sackett returned to Saint Paul, where she 
remained until, some time in 1898, she removed to Colorado. 


A Dr. Schoolcraft, of Fillmore County, started for Devils Lake, North Da- 
kota, on Monday, stated the National Republican of Preston on April 8 (Thurs- 
day), 1886; in subsequent issues Mrs. Schoolcraft was mentioned several 
times as “canvassing for a number of useful works.” Other mention of this 
physician, if he was a medical practitioner, has not been noted. 


Louis Dwight Shipman, the only child of Mr. and Mrs. Dwight Edson 
Shipman, was born on April 11, 1875, at Morrisville, New York, where his 
father, a native of Easton, New York, owned a clothing manufactory; his 
mother, Augusta Ann Wales, was born at Morrisville. ; 

In 1890 Louis Shipman came with his parents to their new home in Min- 
neapolis and there continued the education which he had begun in the schools 
of Morrisville. After completing his high school instruction at the Lyndale 
School and taking collegiate courses at the Minneapolis Academy, he entered 
the University of Minnesota College of Homeopathic Medicine and Surgery, 
from which he was graduated on June 26, 1896, with the degree of doctor 
of medicine. 

The scene of Dr. Shipman’s earliest medical practice was Fillmore County, 
first in the village of Preston, from 1896 to 1898, and next in Canton, which 
offered better financial opportunity. Young Dr. Robert L. Conkey, new in 
his profession, had died in Canton in that year, and Dr. Robert A. Sturgeon, 
in his seventies and for many years past an invalid, was not in active practice, 
so that Dr. Henry H. Haskins, in his middle fifties and perhaps already plan- 
ning his retirement (1902) from practice, was the only resident physician. 
Here for the next four years Dr. Shipman served the community as a private 
physician and surgeon and for a time as county physician. On April 10, 
1901, he was married to Bertha McKinney, at Canton. Dr. and Mrs. Ship- 
man had two children, Cleon Dwight and Gladys. 


Successful though he.was as a general practitioner, Dr. Shipman early deter- 
mined to become a specialist and in 1902 he left Canton to take postgraduate 
work at the Chicago Eye, Ear, Nose and Throat College and Hospital. On 
completion of this course, early in 1903, he went to London, England, to study 
and there he first was a clinical assistant at the London Central Throat, Nose 
and Ear Hospital and later at the Royal Ophthalmic Hospital. At the end 
of 1903 he became acting house surgeon of the London Throat Hospital; 
it has been said that had he been the holder of a degree from an English 
medical school, as was required by the hospital for members of its profes- 
sional staff, he would have been appointed house surgeon; as it was, his 
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position was the highest which up to that time had been held in the institu- 
tion by an American. 

In the spring of 1904 Dr. Shipman returned to Minneapolis, to open offices 
in the Medical Block, 608 Nicollet Avenue, as a specialist in treatment for 
diseases of the ear, nose and throat. His announcement card of April 1 in- 
cluded the lines, “Finsen’s London Hospital Light, Ultra-Violet Rays and 
Eclectical Treatment of Lupus, Tuberculosis, Growths and Diseases of the 
Nose, Throat, Ear and Face.”* Well qualified professionally and personally, 
and possessing in addition the ability to write with clarity and interest on 
subjects medical and nonmedical, Dr. Shipman entered on a career in which 
he soon received recognition, for in 1907 he was appointed a member of the 
faculty of the Medical School of the University of Minnesota. He was never 
to realize his new position; in the week that the appointment was confirmed, 
Dr. Shipman contracted diphtheria from a patient whom he was treating 
for the disease and died within a few days, on February 5. 

Distinguished in appearance, tall and slender, with blue eyes and wavy 
dark brown hair, Dr. Shipman was genial, friendly and considerate in all his 
relationships. The interest in community life which he had shown in Canton 
he broadened in Minneapolis, transferring his membership in the Masonic 
order to Lodge No. 19 in the city and becoming an active member of the 
Linden Hills Congregational Church, instrumental in the organization and 
functioning of its men’s club. Happiest when in his home, he was the kindest 
of husbands and fathers and was a gracious and delightful host to many guests. 

‘After Dr. Shipman’s death Mrs. Shipman with the two children, both of 
whom were born in Minneapolis, remained in the city and in 1943 she 
continued to reside there as did her daughter Gladys (Mrs. R. B.) Nelson, 
and her son, Cleon Dwight Shipman, associated with the Graybar Electric 
Company. 


Reuben Farmer Spencer, who was born in December, 1834, at West Burke, 
Vermont, received his early education and medical training in the East. In 
1856, when he was twenty-two years old, he traveled west to Wisconsin, where 
he taught school and practiced dentistry until, sometime in 1861, he first 
entered Minnesota. In the next fifteen years, judging from different com- 
ments, he changed locations various times; in 1865 he returned to Wisconsin 
and then to Vermont, and in 1868 he came again into Minnesota, to remain 
three years before traveling on into Dakota Territory, where he practiced 
medicine for several years. Finally, in 1877, he settled permanently in Min- 
nesota, in the village of Etna, on the Root River, in the southeastern corner 
of Bloomfield Township, Fillmore County, eight miles from Spring Valley 
and twenty miles from Preston. 

In those years Etna (laid out in the early fifties as “Tiffton,” sometimes 
seen “Tefton,” a name rejected by common consent) had a population of 
fifty, daily mail and stage connections with Spring Valley and also with 
Lime Springs, Iowa. The Root River furnished power for grist mills. Hope- 
fully, as late as 1883, a business gazetteer announced that a good store was 
needed in the village. In the early seventies Dr. J. J. Morey, recently of 
Spring Valley, was practicing medicine in Etna; perhaps he still was there 
when Dr. Spencer came. 


For seventeen years, until his death in 1894 at the age of sixty years, Dr. 
*Neils Ryberg Finsen, Danish physician (1860-1904). 
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Spencer carried on from Etna a general medical and surgical practice in a 
large territory which extended as far north as Spring Valley; he was well 
known and highly respected. In 1882 he served as justice of the peace in 
Etna. On October 25, 1883, under the “Diploma Law” of that year he re- 
ceived state certificate No. 185-3, which he filed in Fillmore County on 
November 26, 1883. 


Reuben F. Spencer was married in 1874 to Carrie M. Howey, of Wiscon- 
sin. Of the two children of the marriage, one was living in 1943, Mrs. Edwin 
Finch, of Vulcan, Province of Alberta, Canada, and in this year also Mrs. 
Spencer, at the venerable age of eighty-eight years, had long been making 
her home in Spring Valley. 


Aaron Marshall Stephens was born in June, 1842, at Frankfort Springs, 
Beaver County, Pennsylvania, the son of J. Stephens and Elizabeth Marshall 
Stephens, and a descendant of an English family who were colonists in Vir- 
ginia in 1607. Little record exists of his early years except that he was left 
an orphan when he was a child, that he taught school when he was a youth, 
that he was interested in science and microscopy, and that he early became 
a Methodist minister. In 1866 he first came to Minnesota to occupy the posi- 
tion of professor of mathematics and natural science at Hamline University 
(then in Red Wing, Goodhue County). In 1879 he received the degree of master 
of arts from One Study University, in Ohio, and soon afterward, accom- 
panied by his wife, he came to Chatfield, Fillmore County, to fill the pulpit of 
the local Methodist Church. 4 

After some years in Chatfield The Reverend Mr. Stephens, A.M. (he 
always used these letters) left the church and temporarily left the village to 
prepare for entering the profession of medicine. It is recalled in Chatfield © 
to the credit of this clergyman and his wife that, before Mr. Stephens was 
able to enter medical school, they joined in surmounting the financial dif- 
ficulties of the undertaking by assuming additional employment, he in extra- 
clerical work in the railroad roundhouses that were a feature of Chatfield in 
those years, and she as a saleswoman in a local store. 


Dr. Stephens was forty-one years old when, early in 1883, he was graduated 
from the Hahnemann Medical College and Hospital of Chicago and returned 
to Chatfield in his capacity as physician and surgeon. The Chatfield Democrat, 
on March 8, 1883, carried the following item: “Degree of Doctor of Medicine 
and Surgery conferred on Rev. A. M. Stephens, A.M., on February 21, 
1883, at the Grand Opera House, Chicago, by Hahnemann Medical College 
and Hospital. We expect the doctor home in a few weeks.” And _ this 
note was followed on April 21. by a second: “Dr. A. M. Stephens, A.M., 
returned last week from Hahnemann Medical College and Hospital of 
Chicago, where he has been attending lectures the past year. Dr. Stephens 
has spent several years in the careful and earnest pursuit of medical studies, 
besides attending the full course of lectures and is already well qualified for 
his profession. He will remain for the present with his family in Chatfield 
and engage at once in the practice of medicine.” On April 19, 1884, Dr. 
Stephens received his license, No. 875 (H), to practice medicine in the state, 
and on April 25 filed it in Fillmore County. His office was in his residence, 
“near the foundry.” 


This physician is remembered in Chatfield as a quiet, kind and fatherly 
man, large and rather portly, who had dark brown hair and a long full brown 
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beard, unflecked by gray. Respected as a-clergyman in the community, on his 
graduation from medical school he was well received as a physician by the 
residents. Children delighted in going to his office, both because they were 
fond of him and because he kept there in a cage some fascinating white rats 
—the psychologic effect of which no doubt aided therapeutics as represented 
by Dr. Stephens. 

During his years as a general medical practitioner in Chatfield, Dr. Stephens 
served for a time as the local health officer and as an examining surgeon on 
the board of pensions of the district. He also maintained an active interest in 
the Methodist Church, occasionally preaching in Chatfield and in other villages, 
and worked for betterment of the schools; in 1889 he filled a vacancy on the 
board of education, and in 1890 was elected for, three years, a term which 
ended with his resignation on June 28, 1892. 

After eight years as a physician in Chatfield, Dr. Stephens moved, in the 
summer of 1892, to the suburbs of the Twin Cities, making his home in Ham- 
line and engaging in the practice of medicine with Dr. Sheridan G. Cobb of 
Merriam Park. In 1895 he returned to his first Minnesota home, Red Wing, 
and there for the next thirteen years he followed his profession. 


Aaron Marshall Stephens was married in 1864, at Waterloo, Iowa, to Mary 
Bishop, a schoolteacher, of English descent; Mary Bishop, like her husband, 
had early been left an orphan and little is known about her family. Dr. and 
Mrs. Stephens had two children, Ray Bishop Stephens, who died in Chatfield 
in 1890 at the age of eighteen years, and Alice M. Stephens, who became a 
trained nurse. 


Dr. Stephens died in Red Wing on September 21, 1913, after a year and 
a half of illness which followed a stroke of apoplexy. He was survived by 
his wife and his daughter. Some time after her husband’s death, Mrs. Stephens 
moved from Red Wing to Chicago, where her daughter had been since 1910, 
and there she lived out her long life, dying at the Old People’s Home on May 
28, 1943, within two weeks of her ninetieth birthday. Miss Stephens, retired 
from the profession of nursing, in 1943 was still residing in Chicago. 


Robert Anderson Sturgeon was born at Belfast, Ireland, on June 7, 1824, 
the son of John Sturgeon and Elizabeth Anderson Sturgeon, both of whom 
were natives of Ireland. The five other children of the family were William, 
John, George, Samuel and Elizabeth. 

Robert Sturgeon received his education in Belfast: his academic schooling 
at Dr. Bryce’s Academy, his training in pharmacy, medicine and surgery at 
Queen’s College, and, after his graduation as a physician, in 1848, two years’ 
work at the Belfast Hospital, a postgraduate service of inestimable value. 
From Belfast he went to England, purposing to sail for America in search of 
an older brother who had emigrated some years previously, and from Liver- 
pool he embarked as medical officer on the Silas Greenman, bound for New 
York. After much search and inquiry he traced his brother to Montreal, 
Canada, only to learn that he had died in that city, leaving a wife and several 
children. 

Liking the city, Dr. Sturgeon established himself in Montreal and practiced 
medicine there for three years. After the death of his wife, Harriet Scriver, 
a Canadian to whom he was married in Montreal, he left Canada for the 
Middle West of the United States, where he settled first in Burr Oak, Win- 
nesheik County, Iowa, about three miles south of the state line between 
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Iowa and Minnesota. After two years in that community he was attracted 
by the thriving village of Elliota, just inside Minnesota, in Canton Township, 
Fillmore County, and removed to that place in 1855, as nearly as can be 
determined. 

Elliota, sixteen miles equidistant from Preston, Minnesota, and Decorah, 
Iowa, although for many years now a phantom village, was one of the most 
interesting of the early settlements. It was laid out in 1854, as stated earlier, 
by Captain Julius W. Elliott, a native of Vermont, who came to Minnesota 
Territory from Moline, Illinois, in 1853, bringing with him a company of 
pioneers. The first buildings of the village were burned but soon were replaced 
and by 1858 the settlement was an important mail station at the intersection 
of several stage lines, one of which was M. O. Walker’s route from Dubuque 
to St. Paul. In its palmiest days Elliota had three hotels, the Elliott, the Lewis 
and the Crags, two stores, a stone school house, built at a cost of $900, a 
drugshop (probably Dr. Sturgeon’s), a mechanic shop, and at that time, it was 
stated, there was need of a grist mill and a sawmill. The only early physician 
in Elliota other than Dr. Sturgeon of whom note has been found was Dr. 
Thomas Little. 


‘Dr. Sturgeon’s residence in Elliota was interrupted by his military service 
during the Civil War; record has not been available, except that he was with 
the Union Army in Missouri. In the year after the close of the War, on July 
18, 1866, Robert Anderson Sturgeon was married to Jane Young, who was 
the daughter of a farmer near Elliota and was a native of Dumfermline, Fife 
County, Scotland. The six children of the marriage were Helen, Georgina, 
Robert, Harriet, Florence and William. The family were members of the 
Presbyterian Church. 


In Elliota Dr. Sturgeon remained for many years, contributing largely to 
the interest and welfare of the community and sharing its fortunes, which 
inevitably declined after the railroad passed the village by ; in 1882 the greater 
part of the business of the place was transferred three miles northeast to 
Boomer (later named “Canton”), also in Canton Township; Boomer was 
founded in 1879 but was not incorporated as the railway village of Canton 
until 1887. The postmasters of Elliota, after Captain Elliott, were Mr. Dick- 
son, Mr. Wilcox, Mr. Morrell and, finally, Dr. Sturgeon, who closed the office 
and surrendered the key of the mail pouch in April, 1882. In that final year 
Elliota had only fifty residents; there were still functioning one hotel, three 
flour and grist mills of four run of stone each, two churches and the school, 
and there was to be for a time stage connection with Rushford, Minnesota, 
and with Decorah and Cresco, Iowa. 


In his drug store in Elliota Dr. Sturgeon maintained ‘his offices and com- 
pounded his own medicines. The story is told of one of his prescriptions, 
which was given to a patient who had contracted a severe cold after breath- 
ing in dust while handling rubbish: The advice was to inhale the steam from 
a mixture of iodine, oil of tar and water; the patient followed instructions 
and the congestion cleared up promptly. In 1881, preparatory to removal 
to Boomer, Dr. Sturgeon was having his store and office building taken down 
and reconstructed in the new village. 

In 1882 Dr. Sturgeon settled with his family in Boomer, or Canton, where 
for nineteen years he continued to win and hold the love and confidence of 
the community for his gentleness and professional skill and his capability and 
dependability as a citizen. Under the medical practice act of 1883 in Min- 
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nesota he received certificate No. 1172, given on March 24, 1886, and filed in 
Fillmore County on the following May 6. 


The last twenty years of his life Dr. Sturgeon was a semi-invalid, as the 
result of a stroke; one arm was paralyzed and he walked with a cane, but 
he nevertheless consulted with patients, managed his drug store and, from 
1893 to 1897, served as postmaster for the village. In the latter year, when 
his health was failing greatly, and subsequently, his daughter Georgina and 
his sons Robert and William in turn took his place as postmaster. His position 
in the esteem, respect and gratitude of the community was such that no one 
even considered making application for the office of postmaster as long as a 
member of the Sturgeon family was willing to fill it. 

Dr. Sturgeon’s professional contemporaries in Canton were few. Dr. 
Henry H. Haskins was the chief and eldest, practicing in the village from 
1878 to 1902. Dr. C. Wilbur Ray was in practice there in 1894 and 1895. Dr. 
Robert L. Conkey, a native of Preston, in his brief medical career, was in 
Canton only a year, in 1897 and 1898, before his untimely death. Dr. Louis 
D. Shipman, beginning in 1898, spent four years in Canton, as noted, before 
leaving to prepare for specialization in ear, nose and throat work. 

That Dr. Sturgeon was a cultured gentleman of warm and vivid personality 
and a physician of exceptional native ability and professional training is cer- 
tain. Although not consciously humorous, he possessed a lively fancy and a 
felicitous turn of phrase that distinguished him among the less articulate. 
One of his friends and truest admirers, the late Dr. George Kessel, of Cresco, 
Iowa, who was a boy when Dr. Sturgeon was in his prime, gave the writer a 
verbal picture of a tall, well-built man who had black hair and wore a black 
mustache and whose eyes, once seen, were never forgotten, of more than 
medium size, so darkly blue as to look black under heavy overhanging black 
eyebrows, and holding always a little twinkle that indicated that they were 
friendly and kindly eyes. Dr. Sturgeon was a man of arresting personality, 
dignity and almost military bearing; of polished diction and extensive knowl- 
edge of the world’s great literature in Latin and in English; Latin he used 
freely, but he quoted most often from the Bible and from Shakespeare. “He 
seemed so different from our neighbors roundabout us on the farm.” 


In his earliest years in the county, in the immediate community of Elliota, 
Dr. Sturgeon commonly rode on horseback to make his calls, carrying his 
drugs and instruments in saddlebags. In those times Indians were objects 
of fear to the settlers, and wild animals were a menace to the denizens of 
barnyards and poultry runs, so that almost every family in rural neighbor- 
hoods kept at least one competently savage dog to protect them and their pos- 
sessions from marauders, two-legged or four-legged. The dog could not or 
did not always discriminate and therefore Dr. Sturgeon, being a prudent man, 
when arriving at a homestead would not dismount until the guard had been 
called off and pacified. After he had given up horseback riding, Dr. Sturgeon 
always employed a driver in going about his business in horse-drawn vehicles. 
Dr. Kessel described the doctor on drives in winter, sitting erect in his cutter, 
his head up,-his highly colored long scarf wrapped around his shoulders and 
crossed over his chest in a bright “X,” an accessory “that was attractive and 
again made him look different from other people.” And further, “He was a 
wonderful man, one of the pioneer characters, and a real character he was 

.. enough ... to make a book in himself.” 


Robert Anderson Sturgeon died in Canton on January 8, 1901, from paral- 
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ysis. Of his family group there was living in 1943 Georgina Sturgeon, of 
Amboy, Minnesota, and William Sturgeon, of Santa Ana, California. 


Jerome B. Tamblin, who was in Lanesboro, Fillmore County, in the early 
eighties, came to Minnesota indirectly from New York. Arriving in Winona 
in 1867, he established his residence at 159 Third Street and opened an office 
in Ford’s New Brick Block on Second Street, announcing himself as doctor 
of medicine, physician and surgeon, recently from New York, of twelve years’ 
experience as a practitioner, especially interested in the diseases of women 
and children, and willing to answer calls in city and country. After two 
years in Winona Dr. Tamblin moved to St. Charles where he operated a drug 
store with Dr. H. H. Guthrie and carried on a medical practice that extended 
throughout the countryside to Elba, Utica, and other villages. 

Described as at all times an active participant in local politics, Dr. Tamblin 
was also an energetic member of his profession, progressive and evidently in 
good standing. In 1869, then in St. Charles, he became a charter member of 
Winona County Medical Society, and in 1871 he was elected to membership 
in the Minnesota State Medical Society. At the annual meeting of the state 
group that year he debated vigorously, opposing the resolution that a com- 
mittee of three be appointed to obtain from the legislature an appropriation 
to aid in publishing the transactions of the society (this resolution was passed), 
and by proposing that the fee for examination for life insurance by members 
of the society be fixed at not less than three dollars (this resolution was 
placed on the table). At different times he served as a member of the Com- 
mittee for Essays on Medical Subjects, the Committee on Medical Societies, 
and the Committee on Epidemics, Climatology and Hygiene. 

In 1882 Dr. Tamblin moved from St. Charles to Lanesboro; by 1885 he 
was living in Lincoln, Nebraska. 


Isaac Whittington Timmons (1883-1912), a member of the homeopathic 
school of medicine and, after 1887, the possessor of an exemption certificate 
under the Affidavit. Law of the state, was for many years a practicing physi- 
cian in southern Minnesota. Coming to Minnesota in 1870, he began his medi- 
cal practice in Money Creek, Houston County, leaving after a few years to 
settle in Winona, Winona County. By 1877 he had returned to Houston Coun- 
ty and was practicing medicine in the village of Houston. In 1881 he went for 
a time to North La Crosse, Wisconsin, and not long afterward, learning that 
there was an opening for a physician in Chatfield, Fillmore County, he estab- 
lished himself in that place for a year and a half. A note in the Chatfield 
Democrat of November 3, 1883, stated that he was using the office formerly 
occupied by Dr. R. W. Twitchell. By the early spring of 1884 he had returned 
to Winona and there he ‘followed his profession and joined actively in the 
civic life of the community until his death in 1912. In notes on medical his- 
tory in Houston County the writer included a detailed sketch of the life of 
Dr. Timmons. 


(To be continued in December issue) 
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President's Letter 


NATIONAL PHYSICIANS’ COMMITTEE CALLS CONFERENCE 
OF THE PROFESSIONS 


Recently, it was my privilege to attend the National Conference of the Professions 
held in Chicago and sponsored by the National Physicians’ Committee for the Extension 
of Medical Service. This meeting was attended by 184 physicians and dentists, and every 
state in the Union was represented. It was the consensus of all who were fortunate enough 
to be among those present that this was an epoch-making meeting. Any doubt of the need 
for the National Physicians’ Committee was dispelled during those two memorable days, 
September 29 and 30, 1947. 


During the course of the Conference, vitally important facts were revealed with the 
utmost clarity. I was ‘profoundly impressed with the vastness of achievement which is 
possible through co-ordinated effort. Several startling revelations were disclosed. For 
example, it was demonstrated beyond peradventure that the source of the relentless drive 
for compulsory sickness insurance—socialized medicine—is the “Moscow-dominated Com- 

munist Party of the United States.” Also, incontrovertible evidence was provided that 
statistics compiled by Federal bureaus have been misused or misinterpreted by government 
employes to create the impression that there is a great lack of adequate health care in this 
country. And furthermore, it was shown that an inquiry into government records indicated 
that millions of dollars of public funds have been spent illegally in an effort to create a 
demand on the part of the people for socialized medicine. I was deeply impressed by the 
step-by-step method by which the monument of evidence was built. Indisputable facts 
demonstrated that forces behind the relentless drive for socialized medicine are pressing 
toward the achievement of their chosen objectives by the use of coercive and deceitful devices. 


The Honorable Forest A. Harness* spoke at the evening session. He said: “The amazing 
ramifications of the Federal propaganda in behalf of socialized medicine have astonished 
me.” He stated too that all the Federally financed activity for socialized medicine originates 
in the Bureau of Research and Statistics of the Social Security Board. “Our committee 
investigators,” he said, “have found in that Bureau a veritable nerve center of socialized 
medicine propaganda for the entire world. On the basis of evidence at hand American 
Communism holds this program as a cardinal point in its objectives ... and... in some 
instances, known Communists and fellow travelers within the Federal agencies are at work 
diligently with Federal funds in furtherance of the Moscow party line in this regard.” 


All during the meeting, the authoritative guest speakers, selected by the National Physi- 
cians’ Committee, produced facts which indicate that the propaganda of the protagonists of 
socialized medicine has its source in the Communist party and in a small group of officials 
of certain Federal agencies charged by Congress with the administration of social and 
welfare laws. These speakers stated that the Communist party finances its efforts by col- 
lecting dues equal to 6 per cent. of the wages and salaries of its members and in addition has 
levied an assessment on all members, equal to one week’s earnings. In some instances the 
assessment was as much as $2,500. Also, it was brought out that bureaucrats in our national 
government have been dispatched to Tokyo and Manila for the purpose of establishing 
programs of compulsory sickness insurance in the Philippine Islands and Japan. 


I came away from the meeting with a feeling of admiration and esteem for the National 
Physicians’ Committee. This organization has grown in strength and effectiveness until 
now it is undoubtedly the most important single agency which has for its objective the 
preservation of our system of private medical practice. Probably, it is the greatest single 
force in the nation directed toward preserving the entire freedom of enterprise system. 


The following quotation which I have taken from an editorial which appeared in the 
October, 1947, issue of the North Carolina Medical Journal, pays fitting tribute: 


“It may be recalled that the National Physicians’ Committee has been the principal target 
of abuse for the proponents of socialized medicine, and that over a nationwide radio broadcast 


*Chairman of the subcommittee on Publicity and Propaganda of the House Committee on Expenditures 
of Executive Departments. 
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this organization was accused of having spent one million dollars for the publication and 
distribution of one pamphlet. Doctor Edward Carey, appearing before the Murray Com- 
mittee, refuted this accusation by showing that in six years the National Physicians’ Com- 
mittee had spent only $905,359.23 on all its activities. It is a tribute to the National Physi- 
cians’ Committee’s management that with this sum—paltry by comparison with the $75 
million spent by Federal Government agencies in one year—a handful of men have been 
able to withstand the onslaught of 45,000 employes engaged full or part time in propaganda 
activities.” 


If one should seek official approval of the National Physicians’ Committee, it can be 
found in the records of the American Medical Association and other medical organizations. 
In June, 1947, the House of Delegates of the American Medical Association approved the 
report of its Committee on Executive Session, a portion of which read: “Among those who 
were familiar with the organization (N.P.C.), the general impression was that it was just 
about the only thing that had stood between the medical profession and political control. We 
recommend that the House of Delegates of the American Medical Association continue its 
commendation of the accomplishments of the N.P.C. and resolve a vote of confidence in the 
managing board of that organization.” 


During the past twenty- -five years there have been approximately 100 attempts to enact 
compulsory sickness insurance laws in Congress and in the state legislatures. An effort was 
made to enact the most vicious kind of compulsory health insurance legislation during the 
1947 session of the Territorial Legislature of the Hawaiian Islands. That this move toward 
socialized medicine in. Hawaii had great national significance becomes clear when one 
realizes that the territory stands upon the very threshold of statehood. The delegate from 
Hawaii to the House of Delegates of the American Medical Association made this report at 
the Centennial meeting: “The pattern-trend in Hawaii has been and continues to be of such 
nationwide importance that the N.P.C., at the request of the Territorial Association, made 
its full facilities available to us. All the services which the N.P.C. gave us so generously— 
literature, analyses of legislation, comparative data, statistics, personal services—were of 
such tremendous importance in solving our problems that every professional and _business- 
man in Hawaii now fully realizes that this all-physician organization can truly be called 
the ‘shock troops’ and the ‘winning battalion’ in the cause of both professional Seuelinen 
and the whole freedom of enterprise system when the big push is on. The N.P.C. has 
earned and truly deserves the financial and moral support of every ethical physician for its 
long and effective services to the professions.” 


It has not been my purpose merely to pay tribute to a group of physicians who un- 
selfishly have rendered such yeoman service to the citizens of their country, but in addition 
I wish to use this story of accomplishment as a stimulus toward even greater achievement. 
Whenever there has been a grave crisis, these courageous men of the National Physicians’ 
Committee have quickly and effectively moved against the evil forces which would wreck 
the finest system of health care which the world has ever known. And now, after nearly 
a decade of service, they face their most important tasks. They must clarify in the public 
mind the true meaning of the bold and purposeful, the adroit and sinister moves that would 
result in political control of the distribution of medical care. This can be accomplished only 
by the highest unity of purpose and co-ordinated effort on the part of the professions. We 
must recognize the sterling character and performance of our colleagues of the National 
Physicians’ Committee. Only through maximal co-operation and generous support of this 
great organization by alJl physicians can the integrity of the medical and dental professions 


be preserved. 


President, Minnesota State Medical Association 
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Cart B. Drake, M.D., Editor; Grorce Eart, M.D., Henry L. Utricu, M.D., Associate Editors 





SOCIALISM OR FREE ENTERPRISE? 


WE are intrigued by the American Heritage 
Program and the Freedom Train, said to 
have been conceived by Attorney General Clark. 
Making such historic documents as the Declara- 
tion of Independence, the Constitution of the 
United States, and the Bill of Rights available 
to the gaze of millions of citizens throughout the 
forty-eight states cannot fail to have an important 
educational value. And after all, an informed 
public opinion determines the kind of laws our 
representatives pass, and will determine whether 
we adhere to the form of government which has 
made our country what it is in freedom and 
opportunity or whether we shall go all out for 
Communism or Socialism. 

We have had recent examples of how Commu- 
nism and Socialism work. The Communists ad- 
vocate the elimination of private property and 
the employment of all citizens by the state, with 
equal compensation for all types of work. The 
members of the Communist party are, of course, 
to hold the important offices. Human nature 
being what it is, we see how differently Commu- 
nism has worked out in Russia. How any patri- 
otic American can consider Communism for a 
moment is beyond comprehension. 

Socialism advocates the wide nationalization of 
industry by the government, and correspondingly 
less private industry. England has gone far on 
the socialistic path under its present labor gov- 
ernment. The effect on England’s economy does 
not recommend Socialism for its efficiency accord- 
ing to American standards. 

How far we as a nation want to go in the direc- 
tion of Socialism is for the people to decide—not 
the government nor elements in the government. 
If the public realizes that with Socialism comes 
regimentation, government regulation of wages 
and prices, and loss of personal freedom, it will 
make the people pause. If the public learns that 
socialization of industry in other countries has 
begun with the socialization of medical care, they 
will pause before they adopt such legislation as 


the Wagner-Murray-Dingell bill. Of course, 
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there is the necessity for the government to 
undertake certain activities for the good of the 
public. A certain amount of socialization of 
medical care has been deemed necessary, as evi- 
denced by the governmental care given the insane, 
the tuberculous, the veterans, et cetera. 

To anyone not entirely blind to present-day 
trends, it must be evident that there is a strong 
element in [Federal government circles working 
with enthusiasm of zealots for a socialistic form 
of government in our country. 

The Wagner-Murray-Dingell bill, providing 
for complete socialization of medical care, repeat- 
edly submitted to Congress in a little different 
form each time, was backed by President Truman 
on its last submission. And now comes the sug- 
gestion that this bill be incorporated as a plank 
in the Democratic platform. We can conceive 
of no worse outcome than that such a radical 
change in government should be subjected to 
the heat of a political campaign rather than to 
cool, considered deliberation of Congress. 

No more should the Taft-Hartley hospital bill 
be considered a Republican measure just because 
a Republican congress passed it! 


We have referred editorially to the Health 
Workshops conceived and promulgated entirely 
by government employes in the U. S. Public 
Health Association and other Federal depart- 
ments. This is a good example of the enthusiasm 
in certain parts of the Federal government for 
the complete socialization of medicine. 

The government’s Health Mission to Tokyo is 
another example of the fanaticism for Socialism 
which exists in certain quarters in Washington. 
The scheme of a Health Mission to Tokyo orig- 
inated in the Division of Research and Statistics 
in the Social Security Board in Washington. 
Federal employes were deliberately sent from 
Washington to Tokyo for the purpose of en- 
gineering a request for a health mission. Is it 
not significant that the personnel of the mission 
sent was composed entirely of men long identified 
as advocates of socialized medicine not only in 
the United States but throughout the world? 
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According to Representative Harness, chairman 
of a Congressional subcommittee investigating 
publicity and propaganda of the U. S. Govern- 
ment, the real purpose of the Health Mission to 
Tokyo was to lay the foundation for a system 
of socialized medicine in Japan. If this is not 
evidence of a fanaticism for world Socialism, 
what is it? As Harness said, “I deem it inappro- 
priate for Federal employes, at the expense of the 
American taxpayer, to travel throughout the 
world preparing or assisting in the preparation 
of legislation to be adopted by foreign countries 
when similar legislation, long pending, has not 
been approved by the Congress of the United 
States.” 

It seems very evident that America stands to- 
day at a crossroads. Public opinion must decide 
whether we are going to continue our socialistic 
trend, which includes unwarranted competition on 
the part of the government with private industry, 
and Federal subsidy of states for activities which 
each state should sponsor itself, or whether we 
are going to retrench in our socialistic activities. 
The recent declaration of Indiana that henceforth 
she will refuse Federal subsidy and support her 
own projects without Federal assistance is en- 
couraging and merits emulation by other states. 

We are in favor of any activities, such as the 
American Heritage Program and the Freedom 
Train, whose purpose is to give the public a clear 
understanding of the price we have paid for our 
liberty and the price we shall all have to pay 
in personal freedom if we substitute Communism 
or even Socialism for our present economic sys- 
tem. There should be no question of what choice 
informed and freedom-loving Americans will 
make. 





TYPHOID IN MINNESOTA 


N the old days, typhoid fever proved a very 

substantial source of revenue for the general 
practitioner—enough patients with typhoid, and 
Junior’s college expenses were assured. Today, 
many recent medical graduates have never seen 
a patient with typhoid fever. 

In 1910, there were 3,892 cases of typhoid in 


Minnesota, with 688 deaths. Starvation and ice 
packs, or tubbing in ice water, formed the stand- 
ard treatment. Such figures show the disgrace- 
ful status of public sanitation in the state at that 
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period. With improvement in water and food 
supply, by 1920 there were only 684 cases with 
seventy-one deaths, and by 1930 only 217 cases 
and twenty-five deaths. For the past ten years the 
number of yearly cases has been less than 100 
with fewer than ten deaths, and with a low of 
twenty cases in 1945 and no deaths in 1944. 


This brilliant reduction in morbidity and mor- 
tality from typhoid fever is due to improvement 
in water supply by the sanitary engineers, the 
use of pasteurized milk, and the diligent follow-up 
of sources of infection by the Section of Prevent- 
able Diseases of the Minnesota Department of 
Health as soon as a case is reported. Since 1913 
the Health Department has identified a total of 
469 typhoid carriers and, what seems quite re- 
markable, it has at present 206 on the active car- 
rier list. 

It is not generally realized that carriers afford 
the most common source of infection. Individ- 
uals who have obtained their infections out of 
the state are next in frequency, and since 1940 
a number of cases have been traced to Mexico. 


Five infections with paratyphoid A and thirty 
with paratyphoid B have occurred among the 
total of 521 cases reported in the past ten years. 
The remainder have been straight typhoid infec- 
tions. Three of the individuals with paratyphoid 
A and one of those with paratyphoid B contracted 
the disease in Mexico. 

This summer three members of a party of 
eighteen tourists from Saint Paul contracted 
typhoid fever in Mexico. Two were classified 
as typhoid and one as paratyphoid A. One of the 
typhoid patients had been vaccinated in 1946, 
The other two patients had never been vaccinated. 
Nineteen cases of typhoid have been reported so 
far in 1947, eight persons having contracted the 
disease from carriers, three in Mexico, and one 
from elsewhere outside the state. 

As far as Minnesota is concerned there have 
been thirteen cases of typhoid contracted in Mex- 
ico since 1940. If other states have had similar 
experiences, and there is no reason to suppose 
that most of them have not, attention should be 
called not only to the desirability of a recent vac- 
cination with triple typhoid vaccine for those 
planning to visit Mexico but also to the fact that 
great care should be taken to avoid contaminated 
food and drink when visiting Mexico. 


Nore: The statistics cited were kindly furnished by the Min- 
nesota State Board of Health. 
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TOPICAL SUILFA N. G. 


HAT we were at first carried away by our 

enthusiasm for sulfa drugs has now become 
apparent. Sulfa drugs were poured into lapa- 
rotomy and other wounds to prevent infection in 
clean ones and to clean up infected ones, were 
applied in salves to skin lesions or incorporated 
in lozenges for sore throats, and were used 
various and sundry other ways. 


One of the contributions made to civilian prac- 
tice by war experience was the discovery that 
sulfa drugs actually delay healing of wounds 
and were actually ineffective for wound steriliza- 
tion. As a result, the Council on Pharmacy and 
Chemistry of the AMA has made the following 
statement on the topical use of sulfa drugs in the 
1947 edition of New and Non-Official Remedies: 


“Experience gained in World War II seems to in- 
dicate that the use of crystalline sulfonamides as topical 
agents was not very successful in the management of 
wound infection or in the treatment of infections of 
the skin and mucous membranes. The routine use of 
sulfonamides as topical applications in wounds, burns 
and in superficial infections is, therefore, to be discour- 
aged.” 

The sulfonamides intended for topical therapy 
will, therefore, be discontinued in this volume. It 
may be noted that sulfonamides in hair tonics 
and shaving creams are useless. They not only 
render a false security but may cause the develop- 
ment of a cutaneous sensitivity which will in the 
future prevent the use of sulfonamides in serious 
conditions for which these drugs are known to be 
effective. 





AMA DIRECTORY INFORMATION CARD 


Preparations are being made to publish the new, 
eighteenth edition of the American Medical Directory! 
The last edition of the Directory was issued late in 
1942. 

About November 15, a directory card will be mailed 
to every physician in the United States, its dependencies, 
and Canada, requesting information to be used in com- 
piling the new Directory. Physicians receiving an in- 
formation card should fill it out and return it promptly 
whether or not any change has occurred in any of the 
points on which information is requested. It is urged 
that physicians also fill out the right half of the 
card, which information will be used exclusively for 
statistical purposes. Even if a physician has sent in 
similar information recently he should mail the card 
promptly to insure the accurate listing of his name and 
address. 

The Directory is one of the most important contribu- 
tions of the American Medical Association to the work 
of the medical profession in the United States. In it 
as in no other published directory, one may find d 
pendable data concerning physicians, hospitals, aes 
organizations and activities. It provides full information 
on medical schools, specialization in the fields of medical 
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practice, memberships in special medical societies, tab- 
ulation of medical journals and libraries, 

Therefore, should any physician fail to receive one 
of these Directory Information cards by December 1, 
he should write at once to the Directory Department, 
American Medical Association, requesting that a dupli- 
cate card be mailed. 


TUBERCULOSIS AND CHRISTMAS SEALS 
Pioneer days when tuberculosis was 
men of death” and when people suffering with it came 
“west” to Minnesota seeking health are recalled by the 
1947 Christmas Seal. It pictures a team of oxen pull- 
ing a sleigh of greens over the snow. 


“captain of the 


MERRY CHRISTMAS 


Against Tuberculosis 


An outstanding figure in the pioneer days of Minne- 
sota’s fight against tuberculosis was Dr. H. Longstreet 
Taylor, of Saint Paul, who died in 1932 after a life de- 
voted to the work. Dr. Taylor received his medical 
degree from the Medical College of Ohio in 1882, the 
same year that Dr. Robert Koch discovered the tubercle 
bacillus. His imagination fired by this accomplishment, 
he said: “It is now possible to drive tuberculosis out of 
the world.” To this task he set himself. 

After studying two years with Koch in Germany and 
two years more in Prague, he practiced medicine in 
Cincinnati, Ohio, and Asheville, N. C. In 1893 he came 
to Saint Paul and began his crusade. 

Dr. Taylor founded the Minnesota Association for 
Prevention and Relief of Tuberculosis, the state Christ- 
mas Seal organization, now called the Minnesota Public 
Health Association. Known throughout the Urfited 
States as the “father of the sanatorium movement” and 
as an outstanding authority on tuberculosis, in 1927 
Dr. Taylor was elected president of the National Tuber- 
culosis Association. _ 

A good picture of the tuberculosis situation at the 
turn of the century is given in the following abstract 
from an article written by him in 1893: 


“This is an age when a great deal is being done on 
all sides to help the unfortunate members of society. 

. . Too much praise cannot be given to those who, 
having wealth, have turned it in part or as an entirety 
into channels that would brin happiness to other hearth- 
stones, even if, in all this flood of liberality and gen- 
erous ‘help, one large class of sufferers has been almost 
entirely overlooked. While many are the recipients of 
so much charity and attention for ills which they have 
brought on themselves by their own follies and vices, 
these unfortunates are suffering from a condition trans- 
ferred to them from others by the neglect of the state 
in not putting an end to it, and are themselves spread- 
ing it unwittingly right and left, among rich and poor, 
the high and the low, at such a rate that one individual 
in seven falls a victim. 
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“This acquired condition is one, too, which would 
yield to scientific care and treatment if applied early, 
but which, once past this borderland of safety, destroys 
nearly every victim it fastens upon. It is indeed diffi- 
cult to explain, with all the boasted advantages of the 
nineteenth century, why such preventable misery should 
be allowed to grow and flourish. This is all the more 
surprising in a commercial age, an age that counts the 
cost and reckons the interest, and finding a profitable 
balance plunges into the most enormous undertakings 
and carries them through successfully. 

“Such an estimate shows that the state is an annual 
loser of many millions over and above what it would 
cost to eradicate this form of suffering and effectually 
put an end to its future ravages. This plague, which 
knows no geographical limits and respects no race or 
condition of man, is tuberculosis, and the unfortunates 
on whose behalf this plea is issued are the consumptive 
poor, than whom none appeal to us more strongly for 
sympathy and help, and although the world has, with 
a few exceptions, remained deaf to their supplications, 
yet every motive of charity and selfishness urges us on 
to do our utmost for them. No steps are being 
taken by national, state, or municipal governments to 
prevent the propagation, and very little to rescue the 
victims of this disease, although science has been pro- 
claiming with increasing emphasis each year of the past 
decade that the possibility of prevention is beyond ques- 
tion, and that many can be rescued whom the fell 
destroyer has marked as his prey. In short, if the state 
did its duty, consumption would be one of the rarest 
diseases instead of the commonest. Such statements 
must be sustained by facts, and facts can be produced 
to prove every one of them.” 


Progress made since the period pictured by Doctor 
Taylor is indicated by the fact that the tuberculosis 
death rate has been cut approximately 80 per cent. 
Minnesota now has more than 2,000 beds for the care 
of the tuberculous. Early and unsuspected cases are 
being searched out in tuberculin testing and mass x-ray 
surveys. ‘That there is still much to do in the fight 
against tuberculosis is shown by the facts being stressed 
in the educational campaign accompanying the Christ- 
mas Seal sale. They include the following: 


Tuberculosis is still the first cause of death from dis- 
ease between the ages of fifteen and thirty-five. 


It kills 53,000 people in the United States annually— 


one every 10 minutes. Last year, 596 Minnesotans were 
victims. 


Tuberculosis germs are passed from sick persons to 
well persons by contact. Early discovery and isolation 
of spreaders is essential for tuberculosis control. 


Sixty-seven per cent of the patients entering Minnesota 
sanatoria are in the advanced stages of the disease. 


Five hundred thousand American have the disease at 
the present time and only one-half of them know it. 


Tuberculosis is curable. Mass chest x-ray surveys find 
unsuspected cases. 


Tuberculosis can be eradicated if we put to full use 
present-day knowledge and facilities. 


The Christmas Seal sale is conducted by some 10,000 
volunteer leaders under the direction of the Minnesota 
Public Health Association, state unit of the National 
Tuberculosis Association. Ninety-five per cent of the 
funds raised remain in Minnesota for local and state- 
wide programs, while 5 per cent goes to the National 
Tuberculosis Association for its medical research and 


general program of organization and education through- 
out the nation. 
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EPIDEMIOLOGY AND RECENT 
DEVELOPMENTS IN POLIOMYELITIS 


(Continued from Page 1148) 


precludes the possibility of any effective means of 
avoiding possible infection. Based upon these 
facts, the rules and regulations for the control 
of communicable diseases have brought about a 
change in attitude towards the isolation of polio- 
myelitis cases and contacts. Presently but: few 
states isolate patients and contacts. 


The only significant statement which a person 
can make as far as prophylaxis of poliomyelitis 
is concerned is that up to this time nothing has 
been found to be effective, and the only encour- 
aging statement which can be made is that clinical 
and research efforts are ever expanding in the 
hope of finding some effective ways and means 
through which preventive measures may be ex- 
ercised. 
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NORTH CENTRAL CONFERENCE MEETS 
IN SAINT PAUL, NOVEMBER 23 

On Sunday, November 23, doctors from Min- 
nesota, Iowa, Nebraska, North and South Dakota 
and Wisconsin will convene in Saint Paul for 
their annual North Central Medical Conference. 

A panel of speakers will present half-hour dis- 
cussions on several medical economic problems 
common to the North Central states. Ample op- 
portunity will be provided for delegates to com- 
ment from the floor. Program topics include 
the physician’s role in the total medical care pic- 
ture, the co-ops, veterans’ medical care, rural 
health, public relations and medical society admin- 
istration. 

Sessions begin at 10 a.m. with the presidential 
address by Dr. William J. Duncan of Webster, 
South Dakota, Conference president. Other 
speakers on the morning program are Drs. Floyd 
L. Rogers, Lincoln, Nebraska, and Fred Ster- 
nagel, West Des Moines, Iowa, and Mr. Thomas 
A. Hendricks, Secretary of the Council on Medi- 
cal Service of the American Medical Association. 


Educator to Speak at Dinner 

A fresh viewpoint on the old problem of ways 
and means of improving rural health will be pre- 
sented at the 12:30 p.m. dinner by Dr. John O. 
Christianson who directs the school of Agricul- 
ture of the University of Minnesota Farm Cam- 
pus. In the afternoon Mr. L. S. Kleinschmidt of 
the American Medical Association, who has de- 
voted considerable study to the problem of health 
co-operatives, will speak on whether the co-ops 
have a place in the voluntary prepayment medical 
care program. Following this, Dr. W. A. 
Wright, Williston, North Dakota, will describe 
that state’s plan for veterans’ medical care, and 
Dr. W. D. Stovall, Madison, president of the 
State Medical Society of Wisconsin, will outline 
a plan for speeding up administrative processes of 
state medical organizations. At 3:30 p.m. there 
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will be an open forum at which time conference 
delegates can bring up specific questions for dis- 
cussion. Moderator will be Dr. Louis A. Buie, 
Rochester, president of the Minnesota State Med- 
ical Association. 

The Conference will close with a brief address 


by the 1948 president of the Conference, Dr. A. 
W. Adson, Rochester. 


STATE DIVISION REHABILITATES 
590 HANDICAPPED PERSONS 

An increase during the past year in the number 
of handicapped civilians who have been rehabili- 
tated has been noted by the Division of Vocational 
Rehabilitation of the State Board for Vocational 
Education. In its annual report just published, 
the division claims 590 cases closed as rehabili- 
tated, an increase of fifty-two over the previous 
year. 

The economic returns of the program are far 
outweighed by the human benefits derived from 
these services to the handicapped, the report says. 
Whereas these 590 rehabilitated persons who have 
now been able to earn a total of $958,932 and will 
pay Federal and state taxes in the amount of 
$97,327.91, the transformation of men and women 
from dependency into self-sufficiency is a return 
which cannot be measured in dollars and cents, 
the report points out. 

In addition to those cases actually closed there 
were 267 other handicapped persons in gainful 
employment who are now being followed up to 
determine the suitability of their jobs before 
closing their cases. This brings the total to 875 
disabled persons placed in employment this year. 


Earn Good Wages 
Based on earning reports secured from these 
rehabilitated persons, their average weekly wage 
is $33.18, showing that these disabled persons are 
not earning a bare subsistence wage. Many have 
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found it possible to increase their earnings ; and, 
looking at the total picture, they are now collec- 
tively earning 80 per cent more than they were 
when they first began working. 

The Division of Vocational Rehabilitation can 
take credit for saving thousands of dollars of 
public assistance funds which need not be spent 
when these disabled are rehabilitated to the status 
of self-supporting wage earners. Its records 
show that for thirty-five persons a total of $405 
a week was being doled out to them when they 
were first referred to the division for help. Now 
these same thirty-five are actually earning $959 
a week by their own efforts. 

It is estimated that of the 195 persons who had 
no income at all at the time when their cases 
were first investigated, all are now earning their 
own way so as to have earned in six weeks what 
they cost the division. 


Over 6,000 Received Services 


During the year the total number of disabled 
cases on the rolls of the division was 6,362, 
an increase over last year. In preparing dis- 


abled persons for their jobs, here are some of the 
items the division purchased last year: twelve 
artificial limbs, twelve hearing aids, one pair of 


glasses, 309 medical examinations, two repairs for 
appliances and 229 items of training supplies. 

During the year the division’s medical con- 
sultant reviewed 1,153 medical reports to deter- 
mine eligibility and completeness of information 
so that adequate programs could be outlined by 
the counselors. Medical examinations were pur- 
chased for 298 new clients; and in addition, 855 
medical reports were secured from family physi- 
cians, clinics, and hospitals which had records 
available. 

More and more the disabled youth in this state 
are looking to the division to prepare them for 
employment. Results are being obtained by co- 
operation on the part of the division with school 
people over the state initiating programs to 
emphasize the abilities of the handicapped youth 
and minimize their disabilities. 


Disabled Need Understanding 
The great need for understanding of the dis- 
abled on the part of the general public was cited 
in the division’s report. The disabled person 
must be reached early in the period of disable- 
ment, the report said, so that restoration services 
can be started before he is unduly, subjected to 


NoveMBER, 1947 


the disintegrating effects of idleness. The longer 
the period between disablement and the start of 
restoration, the more difficult and costly the lat- 
ter becomes. Therefore the report urges that 
all organizations, public and private, should know 
about these services in order to make prompt 
referrals. 

Services for the seriously disabled or the 
“homebound” continued to expand during the 
last year. Their total earnings also increased 
greatly over the last year. The area served was 
increased by opening an office in Virginia, serv- 
ing seven towns on the Iron Range. This ex- 
pansion was made possible by a grant from the 
Minnesota Society for Crippled Children and 
Adults. 

Tuberculosis rehabilitation continued to receive 
considerable attention. In addition many deaf 
and hard of hearing received assistance under 
the program. 





CONFERENCE STUDIES NATIONAL 
SCHOOL HEALTH PROGRAM 

“Civilization marches forward on the feet of 
healthy, well-instructed children!” That state- 
ment was made in a speech by a Missouri super- 
intendent of schools before a recent national gath- 
ering of physicians, educators and public health 
officials and it summarizes perfectly the present 
goal of our nation’s schools. 

The physician’s responsibility in the attainment 
of such a goal was the subject of the conference, 
which was called by the American Medical Asso- 
ciation in an effort to stimulate action, in a spirit 
of friendly co-operation, among all groups con- 
cerned with the health of our school children. 

Held at Highland Park, Illinois, October 16 
through 18, the gathering was entitled “The Con- 
ference on the Co-operation of the Physician in 
the School Health and Physical Education Pro- 
gram,” and the purpose was, in the main, two- 
fold: The three-day meeting was devoted to a 
thorough examination of what is being done at 
present to provide for the health and well-being 
of children in school and to suggesting ways of 
implementing the rather broad, ideal, national 
policy within the various states. 


Co-operation Is Key 
The inspiring talk by the gentleman from the 
Ozarks, Mr. John Bracken, superintendent of 


1193 





MEDICAL ECONOMICS 


schools in Clayton, Missouri, echoed the senti- 
ments of all of the conference delegates when it 
placed most emphasis on the need for co-operation 
on the part of everyone concerned in the school 
health problem—teachers, administrators, govern- 
ment officials, doctors, nurses and parents. 

As the health adviser, the physician, Mr. Brack- 
en declared, is “part of the team that takes care 
of children.” It was the beginning of a new, 
brighter era in child health, he said, when the 
physician entered the picture. 

Other conference speakers expressed ideas 
along the same line. In his address of welcome, 
at the opening of the conference, Dr. George Lull, 
secretary and general manager of the AMA, em- 
phasized the vital need for the medical profes- 
sion to work with all groups toward the attain- 
ment of better health for all people. It was 
agreed that the foundations of health are laid 
in childhood and that the level of the health of 
people generally cannot be raised effectively with- 
out first improving the health of youngsters in 
school. 

Dr. Edward L. Bortz, AMA president, viewed 
the meeting as one of the most significant ar- 
ranged by the AMA in a long time. He ex- 
pressed the hope that it would be the first of 
a series of such conferences. 

“The AMA welcomes constructive criticism,” 
Dr. Bortz declared. “The medical profession is 
blazing trails in the fight for better health; and 
through the medium of such conferences as this, 
with the help of educators and all other groups 
involved, we can do an even more effective job.” 


Health Is Important Topic 

Health is the number one topic for study in 
schools, it was pointed out at the conference. 
For youngsters in their formative years, it was 
recommended that they be given: (1) full and 
scientific health information, (2) thorough, peri- 
odic health examinations, (3) instruction in the 
basic facts of healthful living, and (4) a balanced 
program of mental and physical education. 


The need for modernizing the health and physi- 
cal education program in the nation’s schools was 
cited as particularly important. A new concept of 
education has developed which recognizes a child 
as a total personality, and it is important to have 
a health and physical education program in step 
with this idea. 


Since the conference was called by physicians, 
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discussions centered around what physicians 
themselves can do in the program. However, it 
was emphasized that doctors are not proposing 
a medical profession’s program for health in the 
schools, they are merely offering their services 
in a constructive and co-operative way. 

It was not the intent of the meeting to pub- 
lish as a result of its deliberations a volume of 
new information on policies and programs to im- 
prove school health. It was rather the hope 
of the delegates to decide upon plans for putting 
into practice the existing policies and to take 
these plans back to the various states. 


Groundwork Already Laid 

Discussions were based on the results of pre- 
vious discussions and the preliminary groundwork 
laid by the National Conference for Co-operation 
in Health Education and its National Committee 
on School Health Policies. This group formu- 
lated in 1945 a set of suggested school health 
policies, which was admittedly very idealistic. It 
also compiled an analysis of the functions of the 
school administrator, the physician and the nurse 
in the total school health program. 

In putting these health policies into effect, the 
delegates noted that it would be necessary to 
have an exchange of information between the 
various states, descriptions of programs in oper- 
ation for purposes of comparison and evaluation. 

The problem of how to evaluate the various 
programs was also discussed. It was suggested 
that the United States Office of Education or 
the AMA Bureau of Health Education might be 
asked to collect information of this kind for dis- 
tribution to communities requesting information 
on how to proceed. 

Children themselves should have a share in 
evaluating these programs, it was pointed ‘out. 
Children should be encouraged to take a very 
live interest in the school health program so as 
to secure their understanding and co-operation. 


Conference in Four Sections 

For purposes of more detailed study of the 
problems involved, the Conference was divided 
into four work sections. The sections were en- 
titled (1) School Health Services, (2) School 
Health Programs and Studies, (3) The Physician 
and Physical Education and (4) Pre-Service and 
In-Service Education. 


Experts in the field from the various organi- 
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zations participating, that is, state departments of 
education and health, state education associa- 
tions and state medical associations, led the dis- 
cussions in each section. The conference was 
brought to a close with a general meeting at 
which a report or summary of the discussions 
carried on by each of the four was read. 

A wide range of topics was covered—for ex- 
ample, the problem of too many “excuses” from 
physical education classes. It was found that 
this problem has many contributing causes, all of 
which must be remedied. First of all, there are 
the parents and children who do not understand 
the importance of physical education to the total 
school program, nor do they have any under- 
standing of the role of exercise in body develop- 
ment. Many children dislike physical education 
because it is not properly taught—the program 
in their school is not an attractive one. 

As regards the doctors who write excuses for 
these youngsters, they have never been informed 
about the aims of the school system and conse- 
quently they cannot understand its. problems. 


Role of the Medical Society 
Throughout the discussions it was agreed that 


the state medical associations and the component 
medical societies can do much to foster co- 
operation between doctors and educators. It was 
suggested that joint meetings, perhaps one a 
year, between the school board and the local medi- 
cal society might be of real benefit. 


At the state level, the medical profession can 
work for the co-operation of the groups involved. 
It was suggested that sections at the medical as- 
sociation’s annual meeting could be devoted to a 
study of the problem with nurses, educators and 
government officials invited to participate. The 
medical association can also appoint committees 
or utilize existing committees for the study of 
school health. 

All were in agreement that what is needed is 
the participation of all groups concerned. If a 
school health council is formed, for example, 
it should include representatives from the medical, 
dental, nursing and allied health professions, as 
well as teachers, school administrators, parents 
and students themselves. Since the school health 
program takes in everything that affects the well- 
being of children in school, every person who is 
connected with the school must be enlisted before 
the program can be a success. 


NovEMBER, 1947 


MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


230 Lowry Medical Arts Building 
Saint Paul 2, Minnesota 


Julian F. DuBois, M.D., Secretary 


Minneapolis Woman Sentenced to Four-year Term 
for Criminal Abortion 


Re State of Minnesota vs. Alida Totvonen 


On October 7, 1947, Alida Toivonen, forty-nine years 
of age, 416 2lst Avenue No., Minneapolis, was sen- 
tenced to a term of not to exceed four years at hard 
labor in the Women’s Reformatory at Shakopee by the 
Hon. E. A. Montgomery, Judge of the District Court of 
Hennepin County. Mrs. Toivonen entered a plea of 
guilty on that date to an information charging her 
with the crime of abortion and also to a second in- 
formation charging her with having a prior conviction 
of a felony. Following a statement of the facts to the 
Court by legal counsel for the Minnesota State Board 
of Medical Examiners, Judge Montgomery stayed the 
execution of sentence and placed the defendant on 
probation for a period of four years. 


Mrs. Toivonen was arrested on September 17, 1947, 
by Minneapolis police officers following the admission 
of an eighteen-year-old married Minneapolis woman to 
Minneapolis General Hospital. The patient was suffer- 
ing from an infection following an abortion. She named 
the defendant as the person who performed the abortion 
which took place in a room at a Minneapolis hotel. 
The defendant at first denied the charge, but subsequently 
admitted that she performed the abortion and was paid 
$75.00 for her services. Mrs. Toivonen was convicted 
for a similar offense on February 13, 1945, in the District 
Court of Hennepin County, and at that time was sen- 
tenced to a term of one year in the Minneapolis Work- 
house. She served six months of the sentence and was 
on probation for eighteen months. In the present case 
the investigation disclosed that Mrs. Toivonen refused 
to perform the abortion when first requested, but was 
prevailed upon to do so by the employer of the man 
responsible for the patient’s pregnancy. There was no 
evidence of any other offense and under those circum- 
stances the Court stayed the execution of sentence. 


During the investigation Mrs. Toivonen stated that 
she was born and raised in Yellow Medicine County, 
Minnesota, and had worked at a small hospital in 
Wisconsin as a practical nurse. She also claimed to have 
taken a correspondence course in nursing. The de- 
fendant has resided in Minneapolis for twenty-five 
years. She holds no license to practice any form of 
healing in the State of Minnesota. 





Two Saint Paul Women Sentenced 
for Criminal Abortion 


Re State of Minnesota vs. Asunda Willner, also known 
as Sue Willner 


Re State of Minnesota vs. Helen A. Heck 


On October 9, 1947, Asunda Willner, also known as 
Sue Willner, thirty-five years of age, 343 W. Central 
Avenue, Saint Paul, and Helen A. Heck, forty years 
of age, 799 Iglehart Avenue, Saint Paul, were sentenced 
by the Hon. Clayton Parks, Judge of the District Court 
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of Ramsey County, Minnesota, to terms of not to exceed 
four years each in the Women’s Reformatory at Shako- 
pee. Both sentences were stayed and the defendants 
ordered to serve sixty days in the Ramsey County Jail. 
Each defendant is to be on probation for the balance 
of the four-year term. Both defendants had entered 
pleas of guilty on August 21, 1947, to an information 
charging each with the crime of abortion. At that time, 
Judge Parks referred the matter to the Probation Officer 
of Ramsey County, for a pre-sentence investigation. 

The defendants, together with one John L. Capra, 
were arrested by Saint Paul police officers on a com- 
plaint filed in the Municipal Court of Saint Paul on 
August 13, 1947. The complaint charged the defend- 
ants with having performed a criminal abortion on a 
twenty-two-year-old unmarried Saint Paul girl. The 
abortion was alleged to have been performed on or 
about July 5, 1947, at the home of the defendant Heck. 
The patient stated that she paid $350.00 to the defendant 
Willner and was taken to the Heck home where she 
was blindfolded and the abortion performed by some 
person unknown to her. The defendants denied per- 
forming the abortion and claimed that it was done by 
“a Minneapolis doctor.” Each of the defendants denied 
knowing the identity of the doctor. The defendant Heck 
stated that the person performing the abortion had been 
to her home previously, but that she knew him only 
as “Doc.” The persons investigating the case place 
no belief in this part of the defendant Heck’s story. 
The case against the defendant Capra was dismissed on 
motion of the County Attorney for the reason that the 
evidence disclosed that his only connection with the 
case was that he drove the patient from the Heck home 
where he lived, to the patient’s own home. 

The defendant Willner has a previous criminal record 
having entered a plea of guilty on August 8, 1942, in 
the District Court of Ramsey County to an information 
charging her with the crime of practicing healing without 
a basic science certificate. That charge, likewise, grew 
out of an alleged criminal abortion. For that offense 
the defendant Willner was given a suspended sentence 
of one year in the Ramsey County Jail. Neither of the 
defendants holds any license to practice any form of 
healing in the State of Minnesota. 





THE MAN ON THE STREET 


Does industry pay a dollar in dividends for every 
dollar of wages? A poll on the West Coast showed 
that The Man on the Street believes that capital gets 
more than half of what is left after all other costs are 
paid, and labor less than half. In fact, 72 per cent of 
the Men on the Street believe this. 

Believing it, how do they feel? They feel sore at 
the American system. They think that it is unfair. And, 
if true, it would be unfair. If I believed it, I would be 
a Socialist or a Communist, too. I would say, “To 
h—— with them. Take it out of their lousy profits.” 

Men vote as they think. “As a man thinketh in 
his heart, so is he.” If he thinks wrong, he will strike 
wrong and vote wrong. 

How the Man on the Street thinks is more important 
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to business than any other thing whatsoever. The 
Man on the Street holds every business, from the corner 
grocery to the giant factory, in the hollow of his hand. 
The Man on the Street elects Governors, Congressmen, 
Presidents. As he believes, so he elects. 


Well, what is the fact about this matter? 
“bull,” but the truth. 

After all other expenses are paid, we have, say, $100 
for both labor and capital, wages and dividends. The 
belief is that capital gets $50 or more, and labor gets 
$50 or less. Most people think less. That makes them 
bitter. 

Now for the truth. I have gone to two sources, one 
private, the other the United States Department of 
Commerce. The private statistical organization is the 
National Industrial Conference Board. For the year 
1939 it reports that of this $100 employes got $84.70 
and capital got $15.30. This is nearly $6 to employes 
and $1 to capital. But bear in mind that nearly 60 


Not the 


per cent of all business companies did not make any 
profits whatever for capital that year. 


That was the figure for 1939. So I took the question 
up with the Department of Commerce. In their Survey 
of Current Business for January, 1946, they give the 
division for all corporations for the year of 1944. It 
shows that after taking out the taxes paid to govern- 
ment “the ratio was almost seven to one.” That is $7 
to employes and $1 to capital. 


This is a far cry from fifty-fifty, or more than 50 
per cent to capital and less than 50 per cent to em- 
ployes. The truth is about $87.50 to employes and $12.50 
to capital. Of course, the ratio varies in one industry 
from another, but this is the U. S. Government average 
for all corporate business. 

Now is 6 to 1, or 7 to 1 a fair division? Here is 
Mr. Investor. He puts in, on the average, $6,000 in 
tools, buildings, et cetera, for every man employed. 
If the business fails he loses his dough. He takes 
that risk. If it succeeds he gets $1, while the man 
who uses his machinery gets $6 or $7. 

For reasons I haven’t room for here, I believe Mr. 
Worker would shake hands with Mr. Investor on the 
division and say, “Fair enough, let’s go to work.” 

But Mr. Worker has to know the truth about the 
split, the whole truth, nothing under the table, and 
believe it. If he doesn’t know it and doesn’t believe it, 
he is ready for the hammer and sickle instead of the 
Stars and Stripes. 

.Whose business is it to get the truth to him? It is 
the business of honest labor leaders themselves—rather 
than to whip up envy and hate with fake figures. 

But it is primarily the business of businessmen. In 
this, most of them have fallen down on the job. They 
wait until there is a strike and then when feeling 
runs warm they try at the eleventh hour, in big full- 
page ads, to tell a little of the story. 

The only thing that makes me an optimist about the 
American system—and its chance to survive—is that it 
is, in truth and fact, an incomparably better and fairer 
system than the picture of it which a lot of dumb 
businessmen allow to persist in the minds of the public. 
But, by their indifference and inaction, they are tak- 
ing an awful chance for their stockholders, workers and 
the country’s heritage of free institutions—S. B. Per- 
TENGILL, National Radio Commentator and Newspaper 
Columnist. 
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Minnesota Academy of Medicine 


Meeting of April 9, 1947 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, April 9, 1947. Dinner was 
served at 7 o'clock and the meeting was called to order 
by the president, Dr. E. M. Hammes, at 8:10 p.m. 

There were sixty-three members and four guests 
present. 

The secretary read a letter from Dr. Giffin expressing 
his appreciation of his election to Honorary Membership. 

The secretary also read a letter from Dr. Diehl sug- 
gesting that Dr. J. C. McKinley’s name be transferred 
from the University to the Honorary Membership list. 
This was voted unanimously, the Executive Committee 
having approved the transfer. 

Upon ballot the following were elected as candidates 
for membership in the Minneapolis group: Drs. E. D. 
Anderson and Erling Platou. There were no vacancies 
in the Saint Paul membership list. 

The scientific program followed. Dr. Charles W. 
Mayo, Rochester, read his Inaugural Thesis which was 
illustrated with lantern slides. 


THE SURGICAL TREATMENT OF CARCINOMA 
OF THE RIGHT PART OF THE COLON 


CHARLES W. MAYO, MLD. 
Rochester, Minnesota 


It is possible that the public gradually is becoming 
alert to the various manifestations of malignant disease, 
and therefore, in the presence of symptoms, is seeking 
the aid of the physician earlier than in previous years, 
but such is not known definitely to be true. It is hearten- 
ing, nonetheless, to observe that between 1907 and 1938, 
inclusive, the resectability rate of malignant lesions of 
the colon in one large series which I studied was 67 
per cent; whereas in another series between 1940 and 
1946, inclusive, which I studied, the resectability rate was 
increased to 77 per cent. 

A number of factors are responsible for the general 
improvement thus implied. The physician, for one thing, 
is becoming more and more impressed with the necessity 
for suspicion and investigation of the colon when a pa- 
tient complains of fatigability and weakness and when 
anemia is found to be present. For another thing, the 
physician is now quick to realize that any digestive dis- 
turbance which is persistent and is associated with an 
alteration in intestinal habit calls for roentgenologic 
study of the colon. 

It is still true, however, that earlier diagnosis is of 
paramount importance in the successful surgical treat- 
ment of malignant processes of the right portion of the 
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colon. Improvement in the end results of such treatment 
is based on the fact that surgical intervention must be 
carried out before the malignant process has developed 
to such an extent as to limit the value of resection. 

In the present paper I wish to present what I believe 
are significant data, gained from a recent review of 
cases, concerning malignant lesions of the right part of 
the colon. In addition, I shall describe a method of re- 
section and of end-to-end ileotransverse colostomy, car- 
ried out in one stage, which has proved to be of con- 
siderable value. 


Definitions of Structure Concerned 


The term, “right portion of the colon,” probably is 
ambiguous from the anatomic standpoint. Some writers 
have said that the abdominal portion of the colon is 
composed of two main parts, the right and the left, 
which would imply that the line of demarcation is in the 
middle of the transverse colon. When statistical mate- 
rial pertaining to the colon is under consideration, it is 
important to know exactly what a speaker or writer 
means when he concerns himself with this structure. In 
the present paper, as in past considerations of the right 
portion of the colon, I shall include the cecum, ascending 
colon and hepatic flexure only. 


Diagnostic Aids and Differential Points 


Despite the advances in diagnostic procedures of re- 
cent years, it is still uncommon, in the presence of early 
lesions, to discover definite signs or symptoms to di- 
rect the physician’s attention to the right part of the 
colon. It is still true, unfortunately, that when the diag- 
nosis is made early, it generally is done so accidentally. 
A majority of patients (about 67 per cent) will have ex- 
perienced symptoms for six months to more than a year 
before a correct diagnosis is made. : 

Many malignant lesions in this portion of the colon 
ulcerate as they progress. Some have a large surface 
area, a fact which explains the oozing of blood. and the 
development of secondary anemia so often encountered 
and too frequently mistakenly treated as primary anemia. 

Another diagnosis sometimes made for patients who 
really have a malignant lesion of this part of the colon 
is “acute” or “subacute appendicitis.” In one study it 
became apparent that 15 per cent of the patients con- 
cerned had undergone appendectomy within the period in 
which symptoms caused by the malignant lesion had been 
present. This actually is an important consideration. 
When it is linked to the fact that only about 2 per cent 
of carcinomas of the right part of the colon develop 
among persons less than thirty years old, then it becomes 
clear that any incision for appendectomy should be ade- 
quate to permit surgical exploration of the right part of 
the colon. 

Clear-cut symptoms of obstruction are not prominent. 
A marked degree of obstruction is rare because of the 
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fluid nature of the intestinal contents on the right side 
and because constricting or napkin-ring lesions are un- 
usual in this portion of the colon. Even so, a mass can 
be palpated in about 75 per cent of the cases. 

If the lesion is to be detected before surgical opera- 
tion, roentgenologic examination is essential. It should 
be done by one who understands roentgenoscopy. Dou- 
ble contrast roentgenography should be employed; in 
such a procedure the second roentgenogram is made with 
the colon inflated with air, after the barium has been 
expelled. Once it has been demonstrated that a malignant 
lesion is present, the situation becomes an emergency. 
Hence, no time should be lost in preparing the patient 
for surgical intervention unless operation is otherwise 
contraindicated. Time is of prime importance in the 
treatment of all malignant processes. 

In view of present-day knowledge, the problem of 
diagnosis might be summarized by the statement that if 
digestive disturbances have been present, or a change in 
intestinal habit has persisted, in a patient who is more 
than thirty years old, and if the stomach, duodenum and 
gall bladder have been ruled out as seats of the disturb- 
ance, then investigation of the right part of the colon 
certainly is indicated. 


Preparation of the Patient 


The preparation of most patients for operations on 
the colon requires about four days. Secondary anemia, 
if it is present, may have to be corrected. The group to 
which the patient’s blood belongs and the Rh factor 
should be determined, because blood should be trans- 
fused in all cases, during or immediately after operation, 
when resection is performed. 

As a rule, one of the sulfonamide drugs is employed 
in the preparation of the colon for operation. I consider 
sulfathalidine to be the drug of choice at present for the 
preparation of patients for resection of the right por- 
tion of the colon.. This drug is administered by mouth 
in a dose of 1.5 gm. every four hours, until the patient 
has received 36 gm. Paregoric should be adminis- 
tered in doses of 8 c.c. at 2, 6 and 10 o'clock of the 
afternoon and evening before operation, in order to put 
the bowel at rest. 


Surgical Procedures in General 


It is a commonplace observation, but one which is 
still true, that the anesthestic agent of choice is the one 
with which the anesthetist is most familiar. 

Surgical techniques.—Resection of the right portion of 
the colon can be carried out by a number of methods; 
any one of the methods encompasses still more differ- 
ences of detail in performance. Again, every surgeon 
entertains certain preferences or antipathies toward va- 
rious types of technique, suture material and suturing 
procedures, and surgical instruments. Hence, I believe 
it will be useful for me to consider the surgical trends, 
and to present only one surgical procedure which has 
been of value to me, namely, primary resection and end- 
to-end ileotransverse colostomy. 

A number of years ago a colleague and I reviewed 
all the cases in which resection of the right portion of the 
colon for malignant lesions had been performed at the 
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Mayo Clinic from 1907 to 1938, inclusive.1 The series 
comprised 885 cases. I have just completed, with tie 
assistance of the Division of Biometry and Medical Sta- 
tistics, another review of cases in which resection was 
performed at the clinic from 1940 through 1946. Re- 
sults of the latter study indicate that the following 
changes have evolved. 

First, as I mentioned earlier herein, the resectability 
rate has increased from 67 to 77 per cent, so far as the 
Mayo Clinic series are concerned. 

Second, primary resection and ileotransverse colostomy 
carried out in one stage have superseded two-stage and 
multiple-stage operations. In the past six years, 73 per 
cent of operations for the condition in question have 
been one-stage procedures. 

Third, in 38 per cent of the one-stage operations, the 
particular procedures used have been primary resection 
and end-to-end ileotransverse colostomy. 

Fourth, in 1946, resection of the right portion of the 
colon was carried out for malignant lesions in ninety 
cases, with no deaths in the hospital. In only three of 
these ninety cases was the operation done in two stages, 
and extraperitoneal resection was not performed. 

Fifth, although a comparison of mortality rates be- 
tween the period from 1907 to 1938 and the period from 
‘1940 to 1946 is not a fair one, it is interpolated herein 
merely to emphasize the progress that has been made. 
From 1907 to 1938 the mortality rate associated with 
one-stage procedures was 22 per cent; for two-stage 
procedures it was 29 per cent. From 1940 to 1946 one- 
stage procedures were performed with a mortality rate 
of 3 per cent, and two-stage procedures were carried out 
with a mortality rate of 6 per cent. 


Primary Resection and End-to-End Ileotransverse 
Colostomy 

To the time of this report, on my surgical service, 
one-stage resection and end-to-end ileotransverse colos- 
tomy have been accomplished fifty-four times, with one 
death. The two procedures at present constitute my 
operation of choice for malignant lesions of the right 
part of the colon. 

I make a longitudinal incision at the outer border of 
the right rectus abdominis muscle through the rectus 
sheath. The rectus abdominis muscle is retracted me- 
dially and the posterior fascia and the peritoneum are 
incised. 

After exploration for metastasis or other complicat- 
ing factors has been completed, the right portion of the 
colon, beginning with the cecum, is mobilized. A wide 
segment of the mesentery of the colon is resected and 
the vessels are ligated deep. 

The points for transection of the transverse colon and 
the ileum are selected with special consideration of the 
blood supply and the distance of these points from the 
lesion. I transect the ileum at an angle in order to in- 
sure a good blood supply to the cut edge and an adequate 
lumen to fit the colon. I have not yet encountered a case 
in which the ileum, cut in this manner, could not be made 
to fit the transected end of the transverse colon. I cut 
the, colon and the ileum with the cold scalpel. I do not 
use cautery because I believe that the heat involved de- 
vitalizes the tissue. 
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I do not, moreover, employ crushing clamps at the 
site of anastomosis. I establish an open type of anasto- 
mosis in which rubber-covered clamps are utilized to 
minimize soiling. Whatever questionable loss may be 
caused by some degree of soiling is more than compen- 
sated for by the accuracy with which sutures can be 
placed when the open method of anastomosis is used. 

An outer row of running cotton suture is placed half 
way around the serosa. The mucosa is closed with a 
running catgut suture. The remaining half of the se- 
rosal coat is closed with interrupted cotton sutures. Only 
two rows of suture material are used because it is felt 
that more would interfere unnecessarily with healing. 

The mesentery of the ileum and the mesentery of the 
transverse colon are brought together and closed in or- 
der to keep the small bowel from slipping through this 
opening. The raw surface on the right from which the 
colon has been removed is peritonized after retroperito- 
neal drainage has been established by the placing of two 
Penrose drains in position and bringing them out 
through a small incision in the right flank. Next, the re- 
gion of the anastomosis is thoroughly swabbed with an 
antiseptic agent (phemerol) ; before the incision is closed 
5 gm. of sulfonamide powder is sprinkled on the area 
intraperitoneally. 

It is advisable, after the abdominal incision has been 
closed and before the patient has recovered conscious- 
ness, to dilate the anus manually enough to paralyze the 
sphincters temporarily, so that gas cannot be retained. 
This procedure, I feel, is a very important part of the 
operation. 

Except in one or two instances, it has not been neces- 
sary to employ a Miller-Abbott tube preoperatively. 
Thus far I have not found it necessary to use this tube 
postoperatively for any of the patients on my service. 

Patients are permitted to walk early. Most of them 
are dismissed from the hospital in less than two weeks. 


Outlook for the Patient 


What the outcome will be for the patient operated on 
for malignant lesions of the right portion of the colon 
is an interesting problem in itself. The surgeon’s objec- 
tive is, of course, to maintain a good result over the 
years after operation, so that the patient will be as- 
sured of a happy and productive existence. 

A number of factors determine the outcome after 


the operation in question. The pathologic grade of the 
lesion, the mural penetration of the malignant cells, the 
extent of metastasis to adjacent and distant points, and, 
of course, the age of the individual patient, all are im- 
portant factors. 

Some definite data are at hand, however. That is, if 
the patients in the present series are divided into two 
groups—those who did not have nodal involvement and 
those who did have nodal involvement, regardless of 
other factors—the certain five-year survival rates appear 
to be valid. Sixty-four per cent of those patients who 
did not have involvement of lymph nodes lived five years 
or longer; 47 per cent of those who did have such in- 
volvement lived five years or longer. A recent study of 
malignant lesions of the rectum for which one-stage 
combined abdominoperineal resection was performed re- 
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vealed that, when involvement of lymph nodes was not 
present, 74 per cent of the patients lived five years or 
longer, but that when involvement of lymph nodes was 
present, 38 per cent of the patients lived five years or 
longer. 


Conclusions 


One-stage resection of the right poftion of the colon 
can be performed with a lower mortality rate and lower 
morbidity rate than can multiple-stage procedures. 

With certain rare exceptions, one-stage resection can 
be carried out in any case in which it is possible to do 
a multiple-stage procedure. / 

One-stage resection of the right portion of the colon, 
with end-to-end ileotransverse colostomy, constitutes an 
operation that has given very valuable results. 
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Discussion 

Dr. O. H. WANGENSTEEN, University of Minnesota: 
Dr. Mayo’s discussion of the management of lesions of 
the right colon was most interesting and instructive. 
The results of the period prior to 1938 from his own 
clinic, and those achieved since that time, are repre- 
sentative of the improvement in surgery that is occur- 
ring everywhere. The surgery of the gastrointestinal 
canal has been static for a generation; it is reassuring, 
indeed, to note that through the agency of some im- 
provement here and some there with the problem of in- 
testinal anastomosis how much better the mortality score 
is. The primary anastomosis, which Dr. Mayo employs 
with such satisfactory results in the management of 
lesions of the right colon, antedated the exteriorization 
operation for dealing with colic cancers. As a matter of 
fact, now that surgery is ready for the primary anasto- 
mosis, I feel it is time to exteriorize the exteriorization 
operation throughout the colon. For several years now, 
my associates and I at the University Hospitals routine- 
ly have performed primary anastomoses for all colic 
lesions, in the absence of acute obstruction, without the 
aid of complemental external decompressive vents, save 
the indwelling duodenal tube. 

It is difficult to assay all the items that have contrib- 
uted to betterment of the surgeon’s mortality record in 
dealing with cancer of the colon. Certainly elimination 
of the element of speed has been important, and the prin- 
cipal occurrence that has made it possible to operate 
without speed is improved anesthesia. It is no longer 
necessary to rush through an operation to get the patient 
off the table alive. Much surgery of the past genera- 
tion had to be done that way. If there are any surgical 
adherents to that “get in quick and out quicker” policy 
still around, no matter how pleased they may be with 
their own achievement, they will be startled, indeed, to 
learn how their own accomplishment may be improved 
upon by elimination of the element of hurry. 

Better preoperative preparation and improved post- 
operative care, too, have played important roles in the 
reduction of surgical mortality. Moreover, today, opera- 
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tions, because of these improvements, can be extended to 
borderline surgical risks as well as older patients, with 
risks that are not far out of line from the standard 
surgical risk, 


Dr. Mayo employs the open anastomosis. I will not 
quarrel with anyone whose total hospital mortality is 
only slightly more than 3 per cent for a large series of 
cases. The main thing is to get as satisfactory imme- 
diate and as good late results as can be achieved. We 
can all agree on this. My associates and I use the closed 
anastomosis exclusively from the stomach to the rectum. 
Moreover, the best results we have achieved with resec- 
tion of the colon occurred in the two-year interval from 
1941 to 1943. During this pre-antibiotic era, as far as 
intestinal antisepsis is concerned, we did sixty-one con- 
secutive colic resections from the cecum to and includ- 
ing the rectosigmoid with one hospital death—a mortal- 
ity of 1.6 per cent. We have not duplicated that per- 
formance since. In the series of colic resections done in 
the next two-year interval, we had three unavoidable 
deaths—a streak of bad luck that would mar any op- 
erative record. But any surgeon who is operating upon 
patients for malignancy in the upper age bracket must 
be prepared to lose patients now and then through the 
agency of coronary or cerebral thrombosis. In other 
words, having no unavoidable deaths in that first series 
of sixty-one cases, we did use up a lot of “surgical luck.” 


My feeling is that the most important item in the 
procedure is a nice, closed anastomosis made without 
spillage. Moreover, my associates and I are now. mak- 
ing such anastomoses with a single row of sutures, thus 
assuring ourselves of large, patulous, functional stomas. 
I think it goes without saying, if one is committed to 
open anastomoses, he is dependent upon antibiotics to 
suppress growth of intestinal bacteria to lessen the haz- 
ard of peritoneal contamination. Drs. Ravdin and Zintel 
of Philadelphia recently have reported a comparative 
study of the efficacy of succinylsulphathiazole and 
streptomycin in controlling B. coli in the feces. They 
gave each drug for a period of eight days prior to op- 
eration. Streptomycin was given in 0.25 gram doses 
every four hours. B. coli counts in the range of 400,000 
per gram of feces was usual after succinylsulphathia- 
zole; after streptomycin had been administered by mouth 
for eight days, B. coli counts fell to about 400 organ- 
isms per gram of feces. It would appear, therefore, that 
streptomycin is about 1,000 times as effective as suc- 
cinylsulphathiazole in reducing the B. coli count in the 
feces. 

There is another phase of Dr. Mayo’s presentation that 
was very interesting—the diagnosis of cancer of the 
colon. As you will remember, Dr. Mayo dwelt at length 
upon the circumstance that the stage of development of 
the cancer had much to do with the ultimate fate of the 
patient after recovery from operation. If we were to 
look at the problem of diagnosis of internal cancer from 
a realistic point of view, it must be conceded that early 
recognition of gastric or colic cancer is unusual. Even 
rectal cancer in reach of the examiner’s finger is not 
diagnosed early! In other words, internal cancer is a 
silent disease. If is my feeling that, if we are to make 
a greater impact upon this problem, we should be set- 
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ting up cancer detection clinics where patients may re- 
port periodically for examination even in the absence of 
symptoms. Cancer is a frequent disease. One out of 
every five women past forty and one out of every six 
men past fifty will die of cancer. It is just a question 
of who will have it, in what organ and when. The public 
would like to have from us a cancer preventive or a 
cancer cure. These are not available nor does there ap- 
pear to be any likelihood that they soon will be. What 
we need most now to help us with the detection of can- 
cer is a biologic test. That also is not available. The 
best substitute until a more universally applicable and 
helpful diagnostic agent is found, would appear to be 
to urge the erection and strategic placement of cancer 
detection clinics. The worth of such clinics in the ear- 
lier detection of cancer, I believe, can readily be assayed 
in a few pilot plants. Surgery has made great strides in 
the management of cancer. Our lament, however, is 
that, so many patients come so late. Employing only the 
knowledge we now have concerning the diagnosis of 
cancer, recognizing at the same time that cancer is es- 
sentially a silent disease, just as great strides in the 
management of cancer can be made in the next decade 
through diagnosis, if we will only implement that knowl- 
edge to the best of our ability. The public looks to us 
for helpful guidance. Here is an opportunity to lend 
real impetus to the management of the cancer problem in 
our own generation. The surgery of today makes it pos- 
sible for patients having cancer to undergo serious and 
difficult operations at low risks. If such patients are to 
be offered better chances of permanent cure, earlier diag- 
nosis is our only hope. 


Dr. JAMES JOHNSON, Minneapolis: I certainly want 
to commend Dr. Mayo for the careful and exhaustive 
way in which he has handled this particular subject. It 
is interesting to see the mortality rate improvement over 
a period of years. This, as has been pointed out, is no 
doubt due not so much to the improvement in surgical 
technique as to other measures such as the developments 
in anesthesia, decompression of the obstructed intestine, 
and the control of infections. 


Only on two occasions, and they were before the in- 
troduction of intestinal decompression, have I employed 
the two-stage operation. It is very unsatisfactory in this 
locality because of the great loss of fluid. Its purpose 
was chiefly to relieve the obstruction. Since this can 
now be eliminated by intestinal decompression, and the 
general condition of the patient controlled by transfu- 
sions and like measures, I see no occasion to do any- 
thing but a one-stage operation. I do not believe it mat- 
ters much whether an end-to-end, an end-to-side, or side- 
to-side anastomosis is done. Personally, I have for 
many years used an end-to-end or end-to-side anastomo- 
sis by means of a Murphy button. I suppose my early 
training has led me to employ this method. 


I would like to ask Dr. Mayo one question. During the 
years I have operated upon two inflammatory lesions of 
the cecum that I mistook for cancer. They in all re- 
spects resembled cancer so I had to play safe and resect 
them. I know of no certain way to differentiate them 
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from cancer. I would like to know what Dr. Mayo’s 
experience has been with these lesions. 


Dr. A. W. Ive, Saint Paul: I have enjoyed hearing 
Dr. Mayo’s paper and the discussion. The subject of 
surgery of the colon has interested me for a long time. 
The results described by Dr. Mayo are certainly grati- 
fying. 

I am particularly impressed with the great improve- 
ment that has been made in recent years in anesthetics. 
This, no doubt, is in a considerable measure responsible 
for improved results. I am reminded of a remark made 
by our old friend, the late Arnold Schwyzer, shortly be- 
fore his death. He said that if he could have had mod- 
ern anesthetics during his active surgical life he would 
have been a much younger man. 


Dr. Ropert Eart, Saint Paul: I have nothing special 
to add. I want to thank Dr. Mayo for his thesis. I 
have done a number of these cases with side-to-side 
anastomosis. I started with that method, have found it 
very satisfactory, so have been following that technique 
since. 


Dr. MAyo (in closing): I have appreciated the dis- 
cussions. I can only say that I came back from service 
in the army and found that the mortality rate in. colon 
surgery was lower by quite a bit than it was when | 
went away. I don’t know where to give the credit, 
whether it was because I had been away, the surgery was 
being done better, or it was due to antibiotics. I still 
don’t know. 


Every surgeon has his pet method and his pet way 
of doing things. I do not want to appear to be discredit- 
ing any other method; it is simply that I have adopted 
this particular procedure and have had good results, and 
I thought they were worth bringing to your attention. 
One point that I wish to mention here is that there are 
many factors, aside from the surgical procedure, which 
are helpful in bringing about a good result, and among 
them are the expertness with which the anesthetic is 
given and the administration of transfusions. Regarding 
the latter, if one thinks that a patient does not need a 
transfusion, I believe that it is well to give one anyway; 
if one thinks that one is indicated, I think it is well to 
give two or three. The use of oxygen postoperatively 
also has been a contributing factor in a smooth con- 
valescence. 

As far as granulomas are concerned, I appreciate that 
situation. I have a patient on whom I operated in 1938. 
He returned to the clinic in 1946 and I found he had 
multiple abscesses. I drained the abscesses and later 
resected about three feet of bowel. These cases certain- 
ly present a problem. It seems to me that one seldom 
is able to find out what the etiology is. I would much 
rather resect a right colon for malignancy than for 
granuloma. 


There is one group of cases in which I believe there 
is a chance of error from the standpoint of the nature 
of primary lesions. That is in cases in which palliative 
ileocolostomy is performed for lesions of the right 
portion of the colon. We have found that in a percent- 
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age of these cases the patients have lived three or five 
years, or longer, after the surgical procedure which, it 
was thought, had been performed for a malignant lesion. 
This is a group in which I am interested at present. 


The meeting adjourned. 


A. E. Carpe, M.D., Secretary 





HEALTH DEPARTMENT SEVENTY-FIVE YEARS OLD 


This year the Minnesota Department of Health’ cele- 
brates its seventy-fifth anniversary. The Minnesota 
State Board of Health was created March 4, 1872, with 
Dr. Charles N. Hewitt of Red Wing as its executive 
secretary. 

Although Minnesota is comparatively young in state- 
hood, it has one of the oldest health departments in 
the nation. Only Massachusetts, California, the District 
of Columbia, and Virginia were ahead of Minnesota in 
establishing boards of health. The District of Colum- 
bia is of course not a state, and Virginia’s health de- 
partment was set up less than a month before Minne- 
sota’s, so it may be said that Minnesota ties for third 
place in the creation of a state department of health. 





First home of the Minnesota Department of Health 
Keystone Building, Red Wing 


The state has another remarkable record in the fact 
that during its seventy-five years of existence, it has 
had only four health officers, Dr. Hewitt, Dr. Henry 
M. Bracken, Dr. Charles E. Smith, and Dr. A. J, 
Chesley, the present executive officer. Dr. Chesley has 
been state health officer since 1921, a period of more 
than a quarter of a century, and has spent his entire 
professional life in the health department. 

To celebrate the 75th anniversary of the State Depart- 
ment of Health and to honor many of its old board 
and staff members, the Minnesota Public Health Con- 
ference held a banquet at the Radisson Hotel in Minne- 
apolis at 6:30 on the evening of Friday, November 14. 
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MINNESOTA STATE MEDICAL ASSOCIATION 


House of Delegates 


Summary of Proceedings 
Duluth Session —June 29-30, 1947 


In accordance with action by the Council of 
the Minnesota State Medical Association taken 
in’ 1944, publication of the proceedings of the 
House of Delegates is limited to summary. 


First Meeting, Sunday, June 29, 1947 


Ballroom, Hotel Duluth 
Duluth, Minnesota 


The Ninety-fourth Annual Session of the House of 
Delegates of the Minnesota State Medical Association 
convened in the Ballroom of the Hotel Duluth, Duluth, 
Minnesota, at 2°: p. m. Dr. W. A. Coventry, Duluth, 
Speaker of the House of Delegates, presiding. 

Dr. Coventry called the meeting to order and asked 
for a report from the Credentials Committee. Dr. A. 
G. Liedloff, Mankato, reported that a quorum was 
present. After approval of the minutes of the pre- 
vious session of the House, Dr. Coventry noted the 
presence of a distinguished visitor, Dr. George F. 
Lull, Secretary and General Manager of the American 
Medical Association. 

Dr. Lull addressed the assembly briefly, saying that 
he was on his way back from a meeting of the Ca- 
nadian Medical Association, where he had noted that 
the problems facing organized medicine in Canada 
are much the same as those facing doctors in the 
United States. He also reported on the expanding 
activities of the American Medical Association and 
mentioned plans for developing regional meetings of 
the Council on Medical Service and the Council on 
Industrial Health. 

Dr. Coventry then called upon Dr. F. J. Elias, 
Duluth, for the report of the Chairman of the Council. 


Report of the Council 


Dr. Extas: The first meeting of the Council in 
connection with the Annual Session was held at 2 p.m.,, 
Saturday, June 28, 1947, for the transaction of routine 
business. The Council approved the minutes of the 
previous meetings. Financial reports were submitted 
and accepted. 


The following applications for affiliate membership 
accepted and approved: A. . Booth, Minne- 
apolis; J. H. Haines, Stillwater; H. L. Zlatovski, 
Duluth; A. H. Brown, Pipestone; J. S. Kilbride 
Worthington; Allen Sather, Fosston; and . M 
Gambill, Rochester. Affiliate membership also approved 
for fifteen medical officers, former members of Hen- 
nepin County Medical Society and now taking post- 
graduate professional training. Life membership was 
granted to the following: C. P. Aling, W. H. Aurand, 
. F. Hendrickson, M. J. Jensen, J. C. Litzenberg, 
A. E. MacDonald, H. W. Noth, O. A. Olson, J. R. 
Peterson, G. H. Thomas, and J. A. Prim, Minne- 
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apolis; G. A. Dahl, Mankato; C. L. Scofield, Ben- 
son; Charles Bolsta, Ortonville; and W. F. C. Heise 
and C. P. Robbins, Winona. Associate membership 
was granted to K. G. Wakim, Rochester. 

Resignation of Richard M. Hewitt as Chairman of 
the Editorial Committee was accepted with regret and 
C. M. Gambill of Rochester was suggested to replace 
him. 

The Council went on record as approvirg the Sick- 
ness Benefit Plan under the Railroad Unemployment 
Insurance Act. It was recommended that the Chair- 
man later give a report to the House of Delegates on 
the plan which goes into effect July 1, 1947. 

Mr. A. R. Hustad, Twin City Manager of the 
Northwestern National Life Insurance Company, pre- 
sented a proposal for group life insurance for active 
members of the Minnesota State Medical Association. 
It was decided that representatives of the company 
should appear before the House of Delegates to ex- 
plain the plan. 

A merger of the Watonwan County Medical Society 
with the Redwood-Brown County Medical Society was 
approved. Thomas E. Broadie, Saint Paul, was ap- 
pointed to the advisory board for registration of hos- 
pital superintendents. 

The second meeting of the Council took place at 
6:30 p. m. Saturday, June 28, with the first order of 
business the consideration of a panel of ten psychia- 
trists, from which five might be selected to serve as 
an advisory committee to the Minnesota Mental Health 
Unit in the Division of Social Welfare. The fol- 
lowing names were recommended: F. J. Braceland 
and M. C. Petersen, Rochester; S. A. Challman, A. 
G. Dumas and D. W. Hastings, Minneapolis; W. P. 
Gardner and E, M. Hammes, St. Paul; G. H. Free- 
man, St. Peter; W. L. Patterson, Fergus Falls; and 
L. R. Gowan, Duluth. A request from the Director 
of Social Welfare for approval of the organization 
of outpatient clinics in the seven state mental hos- 
pitals was granted. 

The name of Albert Fritsche, New Ulm, was pre- 
sented in answer to a request from the Practical 
Nurses’ Association that the Council recommend a 
physician to serve on its advisory board. 

¥. Eckman, Duluth, and B. C. Ford, Marshall, 
were recommended as candidates for appointment as a 
physician representative on the State Board of Ex- 
aminers of Nurses, provided for under the act for 
the licensure of practical nurses. One will be chosen 
from these two. 

Acting on a letter from the American Medical 
Association, the Council suggested that Dr. Louis A. 
Buie, President of the Minnesota State Medical As- 
sociation and member of the National Committee on 
Physical Fitness, represent the Association at a con- 
ference on the co-operation of physicians in the school 
health and physical education program to be held 
October 16-18 in Chicago and that a member of the 
State Office staff also attend. 


After considering a request from a sub-committee 
of the Committee on Tuberculosis that the Council 
approve a proposed bill for the commitment of per- 
sons suspected of being in the infectious stage of 
tuberculosis, it was generally agreed that the law 
as stated needed strengthening and that the matter 
should be placed on the Fall Council agenda, at which 
time a member of the Committee should be invited 
to explain the law in detail. 
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SUMMARY OF PROCEEDINGS—HOUSE OF DELEGATES 


The Council approved decisions of the Committee 
on Ophthalmology with regard to the establishment 
of a fee schedule so as to be eligible for federal 
funds under the program of the Division of Social 
Welfare services for the blind. 

Action taken by the Board of Directors of the 
Hennepin County Medical Society with regard to the 
establishment of a Cancer Detection Center at the 
University of Minnesota was reviewed. It was de- 
cided that Dr. Wells and the Cancer Committee be 
invited to appear before the Council on Tuesday 
morning to explain the program further. 

The third session of the Council was held at 8 
a. m. Sunday, June 29, at Hotel Duluth, called for the 
purpose of discussing the rural health program. Dr. 
Paul C. Leck, Austin, Chairman of the Committee 
on Rural Medical Service, presented a proposal orig- 
inating from the Second Annual Conference on 
Rural Health, sponsored by the American Medical 
Association, for the organization of local health 
councils throughout the state on a county, trade area 
or councilor district basis. 

Permission was granted to Dr. Leck and his Com- 
mittee to hold two experimental meetings with allied 
health professions to determine what methods should 
be used to interest the lay public in an educational 
program. One meeting was suggested for the south- 
ern part of fhe state and another for the northern 
part of the state. Dr. Leck was asked to report back 
to the Council at a future meeting. The councilors 
expressed willingness to meet with members of the 
Committee on Rural Health and assist in the plan- 
ning of these experimental meetings. After the re- 
sults of the two meetings have been determined, the 
organization of local health councils throughout the 
state could be considered, with an invitation to par- 
ticipate extended to all interested lay groups. 


* * * 


Dr. Elias next summarized the program for sick- 
ness benefits for railroad employees under terms of 
the Railroad Unemployment Insurance Act, as it was 
presented to the Council by members of the Railroad 
Retirement Board. (An explanation of the program 
will be found in the August, 1947, issue of MINNE- 
SOTA’ MEDICINE, page 883.) 

Speaker Coventry next called upon Dr. R. L. J. 
Kennedy, Rochester, for the report of the Finance 
Committee. 


Report of Finance Committee 


_ Dr. Kennepy: Due entirely to the extremely wise 
judgment exercised by the preceding Finance Com- 


mittee, the financial status of the Minnesota State 
Medical Association has weathered the increase in 
costs of mate-ials and services and the marked de- 
terioration in the investment market with a slight net 
mcrease in its worth. This is extremely gratifying, 
and more so when you recall that the Association 
undertook additional financial obligations’ to carry its 
members through the war period as well as other 
Projects that necessitated financial support. Too 
much cannot be said for the wisdom and good judg- 
ment exercised by the administrative officers in main- 
taining the sound economic position of the Association. 
The investment portfolio of the Association has con- 
tinued to receive close scrutiny by auditors and ad- 
visors in finance and the latest’ evaluation by them on 
the position of the Association is favorable. The sys- 
tem_of checks and balances exercised by the House 
of Delegates and the Council has continued to prove 
effective. 

With the return to active practice of many of our 
colleagues, continued steady progress in the affairs of 
the Association can be expected. 
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Two major undertakings financed by the Association 
were, first, the organization of the prepayment medical 
service plan, and of the Veterans Medical Service Divi- 
sion. The functions of the organization committees 
have been completed, as have the details pertaining to 
personnel and administrative offices. The work of the 
Veterans Medical Service Division has been inaugurated 
and the method of repayment of funds borrowed from 
the Association has been worked out. 


Experience of the past year has emphasized the need 
for retaining strong reserve positions in order that the 
successive projects undertaken by the Association which 
demand financial support will not be jeopardized and, 
on the other hand, the assumption of responsibilities 
in connection with the furtherance of such projects will 
not weaken the financial structure of the Association.. 


While this may be considered a favorable report in 
that it indicates that the Association has been able to 
maintain its own even keel, it would be evidence of 
extreme shortsightedness were it presented without 
reference to present financial trends. Continuation of 
the present high market for help and materials will 
undoubtedly have an adverse effect upon the finances 
of the Association. If, in addition to this, a marked or 
even a moderate recession develops, the financial condi- 
tion may well be crippled. The Finance Committee 
has been cognizant of the trends of affairs and has been 
working with its advisers in an effort to fortify itself 
against unfavorable developments. Every member 
should be cognizant of these facts and should hold 
himself ready to support the Finance Committee and 
other duly elected officers and to protect them from 
conditions beyond their control. 


* * * 


In connection with a matter referred to in the Chair- 
man of the Council’s report, the Delegates next heard a 
report from Mr. Arthur Hustad of the Northwestern 
National Life Insurance Company in which he outlined 
the plan for providing life insurance to active members 
of the Minnesota State Medical Association on a group 
basis. 

Following Mr. Hustad’s report, it was moved and 
seconded that Speaker Coventry appoint a committee 
of three physicians to work out details of the Life 
Insurance Program with the Council and the Executive 
Secretary and that the Council be empowered to enact 
the program. Motion carried. 

It was requested that the Chairman of the Council 
re-read the portion of his report dealing with the reso- 
lution passed by the Hennepin County Medical Society 
on the University Cancer Detection Center, and while 
waiting for the resolution to be brought in, the Dele- 
gates heard a brief report on the Centennial Session 
of the American Medical Association, held in Atlantic 
City, by Dr. F. J. Savage, St. Paul, a delegate to the 
Session, supplemented by Dr. Coventry, also a delegate. 

Dr. Elias then read the letter from the Executive 
Secretary of the Hennepin County Medical Society to 
Dr. A. E. Cardle, Councilor of the Sixth District, out- 
lining action taken by the Society with regard to the 
Cancer Detection Center. A general discussion of the 
Cancer Detection Center took place. A resolution con- 
cerning the approval of activities affecting the practice 
of medicine, as applied to the Cancer Detection Center, 
was made and referred to the Resolutions Committee. 

It was then moved that the report of the Chairman 
of the Council be approved. Seconded and carried. 
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Reports of Reference Committee 


The next order of business was the reports of the 
various reference committees. The Speaker called first 
upon Dr. H. M. Carryer, Rochester, Chairman of the 
Reference Committee on Medical Education Reports. 


Medical Education Reports 


Dr. Carryer: On Sunday, June 29, 1947, there was 
a meeting of the Reference Committee of the House of 
Delegates on Medical Education Reports. At this time 
a number of committee reports were considered and 
the contents recommended for approval. These reports 
have been sent to each of you for study prior to this 
meeting. Those considered were: 


Committee on Cancer—A. H. Wells, 
Chairman 

Committee on Conservation of Hearing—L. R. Boies, 
M.D., Minneapolis, Chairman 

Committee on First Aid and Red Cross—J. S. Lundy, 
M.D., Rochester, Chairman 

Heart Committee—F. J. Hirschboeck, M.D., Duluth, 
Chairman 

Committee on Hospitals and Medical Education—H. 
S. Diehl, M.D., Minneapolis, Chairman 

Committee on Public Health Nursing—M. McC. 
Fischer, Duluth, Chairman 

Committee on Syphilis and Social Diseases—P. A. 
O’Leary, M.D., Rochester, Chairman 

Committee on Tuberculosis—J. A. Myers, M.D., Min- 
neapolis, Chairman 

Committee on Vaccination and Immunization—E. J. 
Huenekens, M.D., Minneapolis, Chairman 


M.D., Duluth, 


Since the report of the Heart Committee was sum- 
marized and sent to you there has been an additional 
note concerning the report. A Committee consisting 
of Drs. C. N. Hensel, Saint Paul, M. J. Shapiro, Min- 
neapolis, and F. J. Hirschboeck, Duluth, met with an 
executive committee of the American Public Health 
Association on June 25, 1947. A motion by that execu- 
tive committee was passed indicating approval of a 
Minnesota Heart Association. 

The report of Dr. Diehl covering the activities of 
the University of Minnesota Medical School is particu- 
larly called to the attention of every delegate for care- 
ful study in an effort to clear up much of the mis- 
understanding. 


eo 2 2 


The Delegates approved the report of the Reference 
Committee on Medical Education Reports, after which 
Dr. C. G. Sheppard, Hutchinson, Vice Speaker, took 
over the Speaker’s chair and called for the report of 
Dr. J. F. Briggs, Chairman of the Reference Commit- 
tee on Miscellaneous Scientific Reports. 


Miscellaneous Scientific Reports 


Dr. Briccs: The Reference Committee on Miscella- 
neous Scientific Reports met Sunday, June 29, 1947, 
and considered the following reports: 


Committee on Anesthesiology—R. C. Adams, M.D., 
Rochester, Chairman 

Committee on Child Health—G. M.D., 
Rochester, Chairman 

Committee on Diabetes—J. R. Meade, M.D., St. Paul, 
Chairman 

Committee on Fractures—V. P. Hauser, M.D., St. 

Practice—R. H. Creighton, 


Paul, Chairman 
Committee on General 
Minneapolis, Chairman 
Historical Committee—M. C. Piper, M.D., Rochester, 


B. Logan, 


M.D., 
Chairman 
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Committee on Industrial Health—A. E. Wilcox, M.D.,, 
Minneapolis, Chairman 

Committee on Interprofessional Relations—W. P. 
Gardner, M.D., St. Paul, Chairman 

Committee on Maternal "Health—J. J. Swendson, 
M.D., St. Paul, Chairman 

Committee on Medical Testimony—E. M. Hammes, 
M.D., St. Paul, Chairman 

Committee on Military Affairs—R. B. Hullsiek, M.D., 
Minneapolis, Chairman 

Committee on Nervous and Mental Diseases—W. P. 
Gardner, M.D., St. Paul, Chairman 

Committee on Ophthalmology—T. R. Fritsche, M.D., 
New Ulm, Chairman 

Committee on Public Health Education—S. H. Bax- 
ter, M.D., Minneapolis, Chairman 

Radio Committee—R. M. Burns, M.D., St. Paul, 

Chairman 

Your Reference Committee wishes to commend the 

Committee on Medical Testimony for the excellent work 

it is doing. Your Committee also noted the activities 

that have been carried on by the Committee on Public 

Health Education and wishes to make reference to the 

Subject-of-the-Month Packets which it feels is an out- 

standing activity carried on through the State Associa- 

tion offices. The Committee also feels that the radio 

programs of the State Association, with Dr. William 

A. O’Brien as spokesman, are an excellent medium for 

ann of medical and health education to the 

public. 


The Report of the Reference Committee on Miscel- 
laneous Scientific Reports was accepted by the Delegates. 


Dr. Sheppard called upon Dr. Monte C. Piper, Chair- 
man of the Reference Committee on Officers and Coun- 
cil Reports. 


Officers’ and Councilors’ Reports 


Dr. Preer: Your Committee considered the reports 
of the Officers and Councilors very carefully and found 
them to be very complete. I will take up each report 
separately and make a few comments. 

As regards the report of the Secretary and Executive 
Secretary, your Committee was very much impressed 
with the work that has been done in the State Office 
during the past year and we noted the comprehensive- 
ness of the report submitted. We recognize that the 
State Office has been most efficient in attending to the 
countless details incident to the development of the As- 
sociation as a service organization. You will notice 
in their report they say they have held 68 meetings 
of committees during the year. That does not include 
the nine Council sessions nor the special meeting of the 
House of Delegates in December. 


We wish to call special attention to the second para- 
graph of the Secretary’s and Executive Secretary’s re- 
port which enumerates briefly the major activities car- 
ried on by the State Office during the year. Particular- 
ly impressive is the part played by our Association in 
the investigation of the Faribault institution since we 
feel that such matters are properly the responsibility of 
the medical profession. We should like to see such 
investigations extended to other state institutions. We, 
therefore, heartily recommend the acceptance of this 
report. 

Next to be considered is the report of the Treasurer, 
Dr. W. H. Condit. In recommending the adoption of 
this report, we believe the House of Delegates should 
extend to Dr. Condit our thanks and appreciation for 
his long service as Treasurer and for his efficient man- 
agement of this office. 

The report submitted by the Chairman of the Council 
was most comprehensive and thorough and we recom- 
mend that it be read carefully by every member of the 
House of Delegates, since it will acquaint them with the 
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multitude of activities in which our Association figures. 
. We recommend that the report be adopted by the 
Delegates. 

The reports of the Councilors were each carefully 
considered also. We are of the opinion that many of 
the problems cited are local in nature and should be 
handled by the individual districts. We would ask 
special attention be given to Paragraph Three of Dr. 
R. L. J. Kennedy’s: report for the First District, re- 
garding the availability of graduate students to supply 
the need for general practitioners. 


In Dr. L. Sogge’s —— attention is called to the 
Cancer Institutes and the fine work done in this field. 
We note also that there is no report from the Third 
District by reason of the vacancy created by the death 
of Dr. C. M. Johnson of Dawson. We believe that we 
express the wish of the House of Delegates in voicing 
our deep regret over the loss of Dr. Johnson as a 
valued friend and faithful servant of the Association. 

Dr. A. E. Sohmer’s report from the Fourth District 
is very comprehensive and indicates a great amount of 
activity has been going on in that locality. We note 
particularly the fact that in the Fourth District several 
of the societies within the district have held meetings 
jointly during the year, with apparent mutual benefit. 

The report of the Fifth District by Dr. E. M. Ham- 
mes is brief and to the point, indicating strongly the 
good will and spirit of co-operation in that district. 
As for the Sixth District, Dr. Cardle mentions par- 
ticularly the mobile x-ray project and the blood bank, 
which have been so successful. 

Dr. W. W. Will’s report of the Seventh District and 
Dr. Burnap’s report of the Eighth District are also 
indicative of the increasing participation by members 
in Association affairs. We take cognizance with regret 


of the fact that Dr. W. L. Burnap is requesting that 
he be retired at the conclusion of his term in 1948. 
An interesting fact worthy of mention from Dr. F. J. 


Elias’ report of the Ninth District is that this district 
has incurred no loss of membership either through cas- 
ualty or transfer during the year. 


* * * 


The Delegates voted their approval of Dr. 
report. 

Dr J. R. Manley, Duluth, was called upon next for 
his report as Chairman of the Reference Committee 
on Medical Economics Reports. 


Piper’s 


Medical Economics Reports 


Dr. Mantey: The Reference Committee reviewed 
the report of the Committee on Medical Economics. Dr. 
George Earl, Chairman, submitted a comprehensive re- 
port covering his work in Minnesota MEDICINE and the 
work of his sub-committee which will be taken up in 
detail later. His remarks regarding the co-operative 
health movement in this state are pertinent and should 
be studied carefully. The Committee approved his re- 
port. 

The Committee next reviewed the report of the Edit- 
ing and Publishing Committee of which Dr. E. M. 
Hammes is Chairman. This is an excellent report and 
the Reference Committee calls your attention to the 
financial showing in this report since it indicates that 
eee MEDICINE is maintaining a very high stand- 


* The Medical Advisory Committee, with Dr. W. H. 
Hengstler, Chairman, submitted a short report, stating 
there had been two malpractice cases in which they had 
given advice. The Committee on Medical Ethics, Dr. 
R. H. Mussey, Chairman, reported no breeches of 
medical ethics during the past year. 

Next came the report of the Committee on Medical 
Service, headed by Dr. A. W. Adson. This is the 
committee which originated the prepayment plan that 
we have been working on now for more than a year. 


NovEMBER, 1947 


This report, however, does not take that up in detail 
since it is covered in a report to come up for dis- 
cussion later. The report mentions the National Health 
Bill and the Hill-Burton Hospital Construction Act, 
both of great importance to us. The latter should be 
kept in mind in the development of medical service, 
particularly in the rural areas. This Committee is to 
be congratulated for its maintenance of close contact 
with national medical affairs. 

Your Reference Committee reviewed the report of 
the Committee on Public Policy, of which Dr. L. 
Sogge is Chairman. This is one of the most important 
committees of the Association, and its report merits the 
special attention of the Delegates. 

To our Committee came the report of Dr. T. H. 
Sweetser, Chairman of the Committee on State Health 
Relations. This report deals with state institutions and 
particularly with the hospitals for the insane. You 
have read, no doubt, in another report that there has 
been a bill passed in the legislature to appropriate more 
money to pay doctors who are in charge of these hos- 
pitals reasonable salaries so that the standard of care 
for the mentally ill can be raised. 

Our Committee reviewed the report of the Committee 
on University Relations, of which Dr. E. J. Simons is 
Chairman. This is a complete report dealing with the 
question of whether there has been overemphasis on 
specialization in our University Medical School. The 
contention that the University is trying to develop only 
specialists is well refuted. I move the adoption of these 
reports as submitted. 


* * * 


The motion was seconded and carried. 


Dr. Sheppard asked for the report of Dr. M. J. 
Anderson, Rochester, Chairman of the Reference Com- 
mittee on Miscellaneous Medical Economics Reports. 
The following reports were accepted without comment: 


Faribault Investigating Committee—T. H. Sweetser, 
M.D., Minneapolis, Chairman 

Commitee on Licensure of Practical Nurses—W. H. 
Valentine, M.D., Tracy, Chairman 

Committee on Rural Medical Service—P. C. Leck, 
M.D., Austin, Chairman 

Minnesota Advisory Committee on Nursing—W. L. 
Burnap, M.D., Fergus Falls, Chairman 

Speakers’ Bureau—F. J. Heck, M.D., Rochester, 
Chairman 

Insurance Liaison Committee—A. W. Adson, M.D., 
Rochester, and B. J. Branton, M.D., Willmar, Co- 
Chairmen 


In connection with the Report of the Operating Com- 
mittee for Veterans Medical Service, considered by the 
Reference Committee on Miscellaneous Medical Eco- 
nomics Reports, Dr. Sheppard called up Dr. Ralph 
H. Creighton, Minneapolis, for a supplementary verbal 
report. Following Dr. Creighton’s remarks, Mr. Ray 
Davison, Director of the Veterans Medical Service Di- 
vision, was called upon to report on some of the 
administrative details of the program. 

Delegates heard next reports on the Minnesota Plan 
for Prepayment Medical Care, Dr. Olof I. Sohlberg, 
Saint Paul, President of Minnesota Medical Service, re- 
porting on the progress made by that corporation, 
and Dr. A. W. Adson, Rochester, Chairman of the 
Insurance Liaison Committee, reporting on the work 
of the physician-insurance underwriter committees to- 
wards setting up a program utilizing the services of 
reliable insurance concerns in the state. After full 
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discussion by the Delegates, the report of the Reference 
Committee on MisceHaneous Medical Economics Re- 
ports was accepted. 

Dr. Coventry, having resumed the Speaker’s chair, 
called for new business. Dr. T. W. Weum, Minne- 
apolis, presented a resolution concerning the need for a 
state committee to investigate the various types of 
health and accident policies issued to members of the 
Minnesota State Medical Association. Following a 
reading of the resolution, it was referred to the Coun- 
cil. 

A resolution, offered by the Hennepin County dele- 
gates and relating to Rh typing by the State Depart- 
ment of Health laboratories, was read and referred to 
the Resolutions Committee. 

A resolution calling for the appointment by the 
Council or the President of a committee to study 
traffic problems in the state was read and referred to 
the Council. 

The House of Delegates was then recessed until 
8 p.m. 


Second Meeting, Sunday, June 29, 1947 


‘Ballroom, Hotel Duluth 
Duluth, Minnesota 


The second session of the House of Delegates was 
convened at 8 p.m. with the first item of business a 
report on activities of the Division of Social Welfare 
by its director, Mr. Jarle Leirfallom. Mr. Leirfallom 
was introduced by Dr. Edwin J. Simons, Chief of the 
Medical Unit of the Division. 

Mr. Leirfallom reported that crippled children’s serv- 
ices had been greatly expanded during the year. Ortho- 
pedic clinics had been held in various areas of the 
state and two counties, Anoka and Washington, had 
been added to the rheumatic fever project. Through 
family physicians, the Division had given follow-up 
care to children stricken with poliomyelitis and two 
special physiologists had been employed. 

All of these developments, Mr. Leirfallom said, had 
the approval of the local medical societies and of the 
Council of the Minnesota State Medical Association. 

With regard to medical care of indigents, Mr. Leir- 
fallom noted the increase in cost of welfare programs. 
Factors which he included as contributing to the in- 
crease were the upward revision of the topical code 
and price schedule; the raising of the old age assist- 
ance maximum from $40.00 to $50.00; the no-maximum 
program; and the higher costs of hospitalization, drugs, 
etc. 

Consideration had been given, Mr. Leirfallom said, 
to the practice of requiring prior authorization of elec- 
tive surgery. 

Mr. Leirfallom also discussed briefly state tubercu- 
losis services and the mental health program. In con- 
cluding his report, he expressed his appreciation of the 
fine co-operation received from the members of the 
medical profession, both individually and collectively. 

Dr. W. L. Burnap, Fergus Falls, Chairman of a 
special committee appointed by the Governor, the Min- 
nesota Medical Advisory Committee on Nursing, then 
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gave a report on the shortage of nurses which is being 
experienced generally over the state. Dr. Burnap 
pointed out that this Committee can be of great serv- 
ice as a liaison between the Nursing Board and the 
hospitals wishing to establish schools for practical 
nurses, or school training registered nurses. A general 
discussion followed Dr. Burnap’s report, at the con- 
clusion of which Dr. Julian F. Dubois, Sauk Centre, 
presented his report as Secretary of the Minnesota 
State Board of Medical Examiners. 

Speaker Coventry then called upon Dr. Viktor O. 
Wilson, Chief of the Section on Special Services of the 
State Department of Health, for a report on the Min- 
nesota Hospital Survey, the Minnesota Child Health 
Survey and a recent project proposed for the Health 
Department, that of studying the situation with regard 
to nitrate poisoning of certain infants receiving formu- 
lae prepared with water from contaminated wells. 

Dr. Richard B. Hullsiek, Chief Medical Officer of 
the Veterans Administration Regional Office, addressed 
the Delegates briefly on the need for medical society co- 
operation to insure the successful operation of the 
Veterans Medical Care Program, supplementing pre- 
vious reports by Dr. Creighton and Mr. Davison. 

Dr..Monte C. Piper, Rochester, presented the annual 
Necrology Report. The list of names of members and 
former members who had passed on during the year 
numbered 63, with 11 members having reached the age 
of 80 years or more and 26 having reached at least 
70. Following the reading of the names the Delegates 
rose and observed a moment of silence. 

The meeting was recessed until 1:15 p.m. Monday. 


Third Meeting, Monday, June 30, 1947 


Ballroom, Hotel Duluth 
Duluth, Minnesota 


The final session of the House of Delegates was 
convened .at 1:15 p.m., Monday, June 30, with Dr. 
Coventry presiding. The Credentials Committee report- 
ed that a quorum was present and the Delegates pro- 
ceeded to the report of the Resolutions Committee, 
presented by Dr. E. E. Scott, Saint Paul, Chairman. 

The first resolution presented and approved was one 
extending the thanks of the House of Delegates to the 
officers and members of the St. Louis County Medical 
Society; the St. Louis County Woman’s Auxiliary 
and its Committee on Local Arrangements; the man- 
agement of Hotel Duluth and other Duluth hotels; 
radio stations WEBC and KDAL; the Duluth Herald 
and News-Tribune and the Minneapolis Morning Trib- 
une. 

A second resolution was adopted citing the nineteenth 
anniversary of Dr. William A. O’Brien as radio spokes- 
man for the Minnesota State Medical Association and 
thanking Dr. O’Brien and radio stations WCCO, 
KUOM, KROC and KFAM. 

A third resolution was passed dealing with the in- 
clusion by the State Board of Health of Rh typing 
among its laboratory services. 

The House of Delegates resolved to extend the thanks 


MINNESOTA MEDICINE 


of th 
memb 
nesota 
ing Ss 
Medic 
The 
Chair 
the I 
Relat 
O. M 
had t 
Licen 
Th 
Hans 
succe 
cal / 
and 
nates 
W 
nepi 
canc 


the 


Cor 





SUMMARY OF PROCEEDINGS—HOUSE OF DELEGATES 


of the Minnesota State Medical Association to all 
members of the Committee on Organization for Min- 
nesota Medical Service for their loyal and self-sacrific- 
ing service in laying the foundations for Minnesota 
Medical Seryice, Incorporated. 


The next order of business was the report of the 
Chairman of the Council, Dr. Elias. In accordance with 
the Licensing Laws and Standards for Hospitals and 
Related Institutions, Dr. Elias reported that Drs. B. 
O. Mork, Jr., Worthington, and T. J. Catlin, Buffalo, 
had been recommended for appointment to the Hospital 
Licensing Board. 

The Council also had recommended that Drs. E. W. 
Hansen, Minneapolis, and F. J. Savage, Saint Paul, 
succeed themselves as delegates to the American Medi- 
cal Association, and that Drs. George Earl, Saint Paul, 
and W. W. Will, Bertha, succeed themselves as alter- 
nates. 


With regard to the request received from the Hen- 
nepin County Medical Society for action on a proposed 
cancer detection center at the University of Minnesota, 
the Council voted that this be held in abeyance until 
the Council had opportunity to meet with the Cancer 
Committee. 


Dr. Elias read the following resolution, earlier re- 
ferred to: 


Wuereas the increasing death toll resulting from au- 
tomobile accidents is a matter of grave concern to all 
citizens, particularly the medical profession, and 


WuereEAS this serious situation has been officially 
recognized by the President of the United States, gov- 
ernors, mayors, law enforcement officials, safety organi- 
zations and other groups, and 


Wuereas the medical profession in Minnesota feels 
that it is incumbent on its members to assume leader- 
ship in the responsibility for promoting action designed 
to reduce this unnecessary loss of life and injury to our 
citizens, and 


Wuereas only by concerted action of all groups 
can any appreciable progress be expected in meeting this 
urgent problem, now. 


(Here Dr. 


Elias inserted the revision suggested by 
the Council.) 


THEREFORE be it resolved that the House of Delegates 
of the Minnesota State Medical Association authorize 
the Council to appoint three representatives of the 
Association to sit with the Minnesota Safety Council, 
present the profession’s views and suggestions and to 
co-operate with the Safety Council’s efforts to reduce 
traffic accidents. 


. 


The adoption of the resolution as revised by the 
Council was moved, seconded and carried. 


It was moved and seconded that a Liaison Commit- 
tee from the Council be appointed to confer with the 
Governor concerning appointments to the State Board 
of Health. Motion carried. 


Dr. Elias then read a resolution submitted to the 
Council at its morning session: 


Wuereds the widespread publicity given to the use 
of BCG in controlling tuberculosis in humans is lead- 
ing to a feeling of security in the public mind, and 


NoveMBER, 1947 


WHEREAS no well controlled study has been made 
over an adequate period of time to prove that infec- 
tion with BCG produces dependable immunity against 
tuberculosis, and 


WuereAs there is need for further study of special 
groups under carefully controlled conditions with suf- 
ficient time to make the experiment worth while before 
its use is publicly advocated, and 

WHEREAS in the State of Minnesota highly satis- 
factory results are being obtained by proved methods, 
as shown by the marked reduction in mortality, mor- 
bidity and infection attack rates, every effort possible 
should be exerted to protect these results, and 


WueEreAas to be infected with BCG sensitizes the. tis- 
sues and thus nullifies the value of the tuberculin test 
which has been used so effectively therefore be it 


RESOLVED, that the Minnesota State Medical Associa- 
tion now meeting in its Ninety-fourh Session go on 
record as opposing the use of BCG in the State of 
Minnesota except on special groups under carefully 
supervised and controlled study, and only after having 
proper consideration by the State Medical Association. 


Dr. Elias said that at the Council meeting approval 
of that body had been given to this resolution; and 


after some discussion, the Delegates also voted approv- 
al. 


After being introduced to the Delegates by Dr. 
Louis A. Buie, Rochester, Mr. Charles H. Crownhart, 
Madison, Wisconsin, Secretary of the State Medical 
Society of Wisconsin, addressed the House briefly. 


Following Mr. Crownhart’s talk, Dr. Sheppard, Vice 
Speaker, took over for the annual election of officers. 
The following officers were unanimously elected by the 


Delegates: 


President-elect: Archibald E. Cardle, Minneapolis 
First Vice President: J. R. Manley, Duluth 

Second Vice President: G. Irving Badeaux, Brainerd 
Secretary: Benjamin B. Souster, Saint Paul (re-elected) 
W. H. Condit, Minneapolis (re-elected) 
C. G. Sheppard, Hutchinson 
H. M. Carryer, Rochester 


R. L. J. Kennedy, Rochester 


Treasurer : 
Speaker of the House: 
Vice Speaker: 


Councilor, First District: 
(re-clected) 


Councilor, Second District: 
elected) 


Councilor, Third District (to replace C. M. Johnson, 
Dawson, deceased): L. G. Smith, Montevideo 


Councilor, Sixth District (to fill the unexpired term 
of Dr. Cardle): O. J. Campbell, Minneapolis 


Councilor, Ninth District: Frank J. Elias, Duluth (re- 
elected) 


Delegates to the American Medical Association: E. W. 
Hansen, Minneapolis (re-elected), and F. J. Savage, 
Saint Paul (re-elected) 


Alternates: W. W. Will, Bertha (re-elected) and George 
Earl, Saint Paul (re-elected) 


L. L. Sogge, Windom (re- 


It was then moved, seconded and carried that the in- 
vitation of the Hennepin County Medical Society to 
hold the 1948 Convention in Minneapolis be accepted. 

At 2:45 p.m. the Ninety-fourth Annual Meeting of 
the House of Delegates was adjourned. 
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SPECIAL FEATURES 


At the annual banquet of the Minnesota State Medical 
Association, held in the Ballroom of Hotel Duluth, 
Tuesday evening, July 1, special recognition was given 
to several Minnesota physicians. 


Admitted to the Fifty Club, in recognition of their 
fifty years of loyal and devoted service in the medical 
profession, were the following twenty-two doctors: 
J. F. Corbett, George B. Hamlin, A. J. H. Hammond 
and G. D. Head, Minneapolis; Robert Earl, L. A. Nel- 
son and W. R. Ramsey, Saint Paul; A. H. Brown, 
Pipestone; M. A. Burns, Milan; J. E. Crewe, Roches- 
ter; S. A. Drake, Lanesboro; H. P. Dredge, Sandstone; 
J. F. Gendron, Grand Rapids; Roland Gilmore, Bemid- 
ji; J. H. Haines, Stillwater; G. H. Mesker, Cambridge; 
W. L. Palmer, Albert Lea; George F. Reinecke, New 
Ulm; George J. Schottler, Dexter; J. A. Thabes, Sr., 
Brainerd; Morrill E. Withrow, International Falls; and 
W. E. Wray, Campbell. 


The Southern Minnesota Medical Association Medal, 
awarded each year to the individual physician presenting 
the most outstanding scientific exhibit at the annual 
meeting, was awarded this year to Dr. A. H. Wells, 
St. Luke’s Hospital, Duluth, for his exhibit on path- 
ologic anatomy. Honorable mention was accorded to 
another Duluth physician, W. V. Knoll, St. Mary’s 
Hospital, for his “watch-glass” display of specimens 
and Kodachrome transparencies. Judges were A. E. 
Cardle, Minneapolis; R. P. Buckley, Duluth; and R. 
N. Barr, Saint Paul. 


Presentation of Distinguished Service Medal 
to Dr. A. W. Adson 


In appreciation of his many years of service to the 
profession and to the Association, Dr. Alfred W. 
Adson, former president of the Minnesota State Medi- 
cal Association and present delegate to the American 
Medical Association, was awarded the 1947 Distin- 
guished Service Medal and Citation. Presentation was 
made by Dr. Frank J. Elias, Chairman of the Council. 


Dr. Extras: I deem it a great privilege, as Chairman 
of the Council of the Minnesota State Medical Associa- 
tion, to honor one of our most active and distinguished 
members this evening. I say distinguished because he 
has served our Association long and well—as a former 
president, as committee chairman and as a delegate to 
the American Medical Association. 


A prominent neurosurgeon, he is a professor in the 
Mayo Foundation graduate school of the University of 
Minnesota and chief of the section on neurosurgery of 
the Mayo Clinic. He is a fellow in the American 
College of Surgeons, as well as a member of several 
other societies related to his profession. These include 
the American Neurological Association, the American 
Surgical Association, the Association of Military Sur- 
geons, the Association on Research in Nervous and 
Mental Diseases, the Central Neuropsychiatric Associa- 
tion, the International Neurological Association, the 
Western Surgical Association and the Society of Neuro- 
logical Surgeons, of which he is a past president. 


His contributions to the advancement of scientific 
medicine have been noteworthy, and he has an equally 
fine record with regard to his efforts in behalf of or- 
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WOMAN'S AUXILIARY 












ganized medicine. His active participation on councils 
of the American Medical Association, particularly his 
tireless efforts in promoting the extension of medical 
services, not only in Minnesota but in the nation, are 
deserving of commendation and encouragement. 


And so, at this time, for his devoted and illustrious 
service to medicine, the Council of the Minnesota State 
Medical Association awards its 1947 distinguished serv- 
ice medal to Dr. Alfred W. Adson of Rochester. It 
is an honor and a great pleasure to confer upon him at 
this time this citation and this medal of which he is so 
richly deserving. 





WOMAN’S AUXILIARY 





Renville County 


The regular dinner meeting of the Renville County 
Medical Society and Auxiliary was held at Olivia on 
October 21, after which each group held separate meet- 
ings. Mrs. A. A. Passer, regional advisor for the 4th 
Councillor District, was present and suggested that 
membership, sale of Hygeia and the Bulletin be par- 
ticularly stressed this year and that each member “talk 
county nurse.” As an added appeal to students to par- 
ticipate in the Christmas Seal Essay Contest, the Auxil- 
iary voted to give prizes of $5, $3, and $2 to the three 
best essays in the county. 


Stearns-Benton 


Nine communities were represented when the Stearns- 
Benton Auxiliary met on October 23 at the home of 
Mrs. H. B. Clark, St. Cloud, with Mrs. J. Buscher as- 
sisting. The Auxiliary went on record as favoring ap- 
pointment of a public health nurse for both counties. 
Members will assist with the mobile x-ray tuberculosis 
unit. Chairmen were named for Hygeia and Postwar 
Planning Committees. At each meeting articles are re- 
ceived for the layette which the Auxiliary is again 
sponsoring for needy mothers. Cancer dressings will 
be one of the major projects of the Auxiliary this com- 
ing year, and women of the communities are invited to 
come and help with this urgent and worth-while activ- 
ity. 

Mrs. BuScher gave a report of the Atlantic City meet- 
ing. New members were added, making the membership 
this year thirty-seven. An interesting talk on “hosteling 
in Europe” was given by Miss Patricia Butler, recently 
returned from the Continent. 


West Central 


West Central Auxiliary mourns the passing of Mrs. 
Charles Bolsta of Ortonville who has a long record of 
activity in the Auxiliary. 
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the physiologic approach 
to the correction of simple constipation 
involves the reeducation of the 

normal bowel reflexes. 


Metamucil embraces the “smoothage” 
principle in constipation management. 


— METAMUCIL 


is the highly refined mucilloid of Plantago 
ovata (50%), a seed of the psyllium group, 
combined with dextrose (50%) as 

a dispersing agent. 


Metamucil is the registered trademark of 


G. D. Searle & Co., Chicago 80, Illinois. 


Research in the Service of Medicine 
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The Diagnostic v 
Family 1s Growin g 


A new member has been added to the 
ever-growing Ames Diagnostic Family. 
The name of the latest arrival is— 
Hematest. 

Here are the 3 members of the group 
to date: 


1. Hematest 


Tablet method for rapid detection of oc- 
cult blood in feces, urine and other body 
fluids. Bottles of 60 tablets supplied with 
filter paper. 


2. Albutest 


(Formerly Albumintest) 


Tablet, no heating method for quick quali- 
tative detection of albumin. Bottles of 
36 and 100. 


3. Clinttest 


Tablet, no heating method of detection oi 
urine-sugar. 

Laboratory Outfit (No. 2108). 

Plastic Pocket-size Set (No. 2106). 
Clinitest Reagent Tablets (No. 2101) 12x 
100’s for laboratory and hospital use. 


All products are ideally adapted to use by 
physicians, public health workers and in 
large laboratory operations. 


Complete information upon request. 
Distributed through regular drug 
and medical supply channels only. 


AMES COMPANY, Ine. 
ELKHART, INDIANA 
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INTERNATIONAL COLLEGE OF SURGEONS 


At the twelfth assembly and convocation of the 
United States Chapter, International College of Sur- 
geons, held in Chicago on October 3, the following 
Minnesota physicians were among the 810 surgeons in- 
ducted into the College: 

Fellows: Dr. Reinhold Milton Ericson, and Dr. Gerald 
M. Koepcke, Minneapolis. 

Associates: Dr. Philemon C. Roy, Saint Paul; Dr. 
Kenneth H. Abbott, Rochester; Dr. Philip E. Gordon, 
Dr. John Korchik, and Dr. Daniel B. Mark, all of 
Minneapolis. 

Affiliates: Dr. Gilbert P. Wenzel, Dr. Merchislaw M. 
Sarnecki, and Dr. Emil J. Fogelberg, Saint Paul; Dr. 
Lawrence J. Happe, Minneapolis, and Dr. James K. 
Keeley, Rochester. 

Matriculates: Dr. Samuel Leonard, Minneapolis and 
Dr. Selmer Milo Loken, Saint Paul. 





GEORGE CHASE CHRISTIAN LECTURE 


One of the nation’s outstanding leaders in the war 
on cancer, Dr. C. P. Rhoads, New York City, delivered 
the University of Minnesota’s annual George Chase 
Christian cancer lecture in the Museum of Natural 
History auditorium on the evening of October 20. 

The subject of Dr. Rhoads’ address was “Clinical 
Investigation of Neoplastic Disease.” 

In addition to his duties as director of the Memorial 
Hospital Center for Cancer and Allied Diseases and 
the Sloan-Kettering Institute for Cancer Research, in 
New York, Dr. Rhoads is also chairman of the Com- 
mittee on Growth of the National Research Council 
and is responsible for the distribution of a large 
share of the research funds raised by the American 
Cancer Society. 

At a medical school seminar held earlier in the day 
on October 20, Dr. Rhoads spoke on “Butter Yellow 
Carcinogenesis and Cancer Biology.” 


MINNESOTA SOCIETY OF CLINICAL PATHOLOGISTS 


A two-day meeting was held in Rochester on Sep- 
tember 27 and 28 by the Minnesota Society of Clinical 
Pathologists. 

After a morning of visiting the pathological labora- 
tories of the Mayo Clinic and St. Mary’s and Colonial 
Hospitals, the society members spent the afternoon of 
the first day at a seminar in hematology held in the 
Mayo Foundation House. On the morning of the 
second day a program was conducted in St. Mary’s 
Hospital by staff members of the Mayo Clinic. In 
charge of the program were Dr. P. G. Sayre and Dr. 
G. G. Stilwell of Rochester. President of the society is 
Dr. A. H. Baggenstoss, Rochester. 
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REPORTS AND ANNOUNCEMENTS 


ST. LOUIS COUNTY SOCIETY 


A joint banquet meeting was held October 9 in 
Hibbing by the members of the St. Louis County 
Medical Society and its auxiliary. 

Principal speaker at the meeting was Dr. O. I. Sohl- 
berg, Saint Paul, president of the Minnesota Medical 
Service, who spoke on prepaid medical care versus 
socialized medicine. 

Under the direction of Dr. E. L. Tuohy, society 
members from Duluth conducted a clinical-pathological 
conference for the scientific program, participated in 
by Dr. F. G. Chermak, International Falls, and Dr. 
Randall Derifield and Dr. Carl N. Harris, Hibbing. 

At the meeting tribute was paid to the late Dr. C. W. 
More of Eveleth. 

Dr. Robert Murray, Hibbing, secretary of the society, 
was in charge of arrangements for the meeting. 





WABASHA COUNTY SOCIETY 


The seventy-ninth annual meeting of the Wabasha 
County Medical Society was held in Wabasha on 
October 9. 

At a business session in the afternoon, the society 
members drafted an appeal to the State Public Health 
Service to send into the locality as soon as_ possible 
one of the mobile x-ray units for a chest x-ray sur- 
vey. The members also adopted a resolution of ap- 
preciation of the efforts of the Lake City Graphic in 
pointing out editorially in recent years some of the 
dangers of socialized medicine. 

New officers elected at the meeting were Dr. R. N. 
Bowers, Lake City, president; Dr. T. G. Wellman, Lake 
City, vice president, and Dr. W. F. Wilson, Lake City, 
secretary-treasurer. It was decided to hold the next 
annual meeting at Lake City. 

Guest speakers at a dinner preceding the evening 
scientific session were Dr. A. J. Chesley, secretary and 
executive officer of the State Board of Health, and Dr. 
P. T. Watson, director of the Division of Local Health 
Services. 

The program for the evening scientific session in- 
cluded the following: 


President’s Address—“Some Experiences with Vitamin 
K”—Dr, B. A. Flesche, Lake City. 

“Minnesota Medical Service Incorporated”—Dr. E. C. 
Bayley, Lake City. 

“Ether by the Semi-Open Drop Method”—Dr. Albert 
Faulconer, Rochester. 

“Report on a Meeting of the Anesthesiology Com- 
mittee of the State Medical Association”’—Dr. W. P. 
Gjerde, Lake: City. 





Preventive medicine requires the co-operation of the 
patient, and this in turn predicates the existence of a 
personal and confidential relationship between the phy- 
sician, who’ serves as health advisor, and the family.— 
Medicine in the Changing Order, Rep. N. Y. Acad. 
Med. Comm., The Commonwealth Fund, 1947. 
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After practicing in Brainerd for ten years, Dr. George 
J. Halladay recently commenced a three-year fellow- 
ship in otolaryngology at the University of Minnesota. 

* * * 


Appointed as a fellow in the Mayo Foundation, Dr. 
L. A. Badheim has moved to Rochester from Tyler, 
where he had been conducting his medical practice. 

*x* * * 


A medical practitioner in Glencoe since 1935, Dr. H. C. 
Goss recently joined the staff of the Glencoe Clinic, 
where he is now associated with Dr. A. Neumaier and 
Dr. C. W. Truesdale. 


* * * 


Word has been received that Donald A. Dukelow, 
health director of the Community Chest in Minneapolis, 
has been elected secretary of the Education Section of 
the American Public Health Association. 


* * * 


Included in the Minnesota physicians who attended 
the meeting of the United States Chapter of the In- 
ternational College of Surgeons, held in Chicago early in 
October, were Dr. Thomas A. Lowe and Dr. R. B. 
Tregilgas, South Saint Paul; Dr. O. J. Hagen, Moor- 
head, and Dr. Homer H. Hedemark, Ortonville. 
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In charge of the Chippewa Hospital at Cass Lake for 
the past three years, Dr. Philip A. Klieger recently left 
for Sacramento, California, to become state director of 
the Department of Health. 

*. * * 

Early in October Dr. L. A. Brunsting, Rochester, 
attended the triennial medical alumni reunion of the 
University of Michigan at Ann Arbor, where he pre- 
sented a paper entitled “The Antihistamine Drugs.” 

* * * 

Dr. M. W. Comfort, Rochester, was in Charlottes- 
ville, Virginia, October 3, where he addressed the stu- 
dents and faculty of the medical school of the Uni- 
versity of Virginia on thé subject, “Pancreatitis.” 

* * * 

At a meeting of the American Academy of Neuro- 
surgeons in Colorado Springs, Colorado, early in October, 
Dr. H. M. Keith, Rochester, presented a paper entitled 
“Tumors of the Brain in Children.” 

“2 2 

Experiences in China with the UNRRA were narrated 
by Dr. Selma Mueller, Duluth, who spoke at a meet- 
ing of the St. Luke’s Nurses Alumnae Association held 
October 6 in St. Luke’s Hospital, Duluth. 
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Dr. J. Richard Aurelius and Dr. Thomas B. Merner 
have opened offices for association in the practice of 
diagnostic roentgenology at 1355 Lowry Medical Arts 
Building, Saint Paul. 

* * * 


On October 1, Dr. William C. Dodds left Park Rapids, 
where he had been associated with Dr. D. M. Houston 
for several months, to accept a partnership with Dr. 
A. R. Ellingson of Detroit Lakes. 

* * * 


One of the speakers at the eighth regional Minnesota 
Welfare Conference held October 15 at the state train- 
ing school in Red Wing, was Dr. Maurice M. Walch, 
assistant professor of neuropsychiatry in the Mayo 


Foundation, 
* * * 


In Lisbon, Portugal, early in October, Dr. Charles 
W. Mayo, Rochester, participated in the program of the 
Second International Course on Emergencies by pre- 
senting several papers and giving several motion picture 
demonstrations. 

* * * 


At the meeting of the International College of Sur- 
geons held in Chicago early in October, Dr. W. C. Mac- 
Carty, Rochester, presented a paper entitled “Early 
Diagnosis of Abdominal Neoplasms” and took part in a 
panel discussion on “Cancer of the Breast.” 

x * * 


“Aerosol Therapy in Bronchiectasis” was the title 
of a paper presented by Dr. A. M. Olsen, Rochester, 
at a meeting of the Potomac Chapter of the American 
College of Chest Physicians in Washington, D. C., 
October 5. 


* * * 


When residents of Blue Mounds township met at 
District 95 on September 30 to discuss a proposed 
addition to the Minnewaska Hospital, Dr. A. F. Giesen 
of Starbuck was present as the principal speaker to 
explain and clarify problems in regard to the matter. 

* * * 

Dr. R. O. Johnston, formerly of Nashwauk, has been 
engaged by the Board of School District 27 as physician 
for the district. Before returning to live near his for- 
mer Nashwauk home, Dr. Johnston practiced for fifteen 
years in New Jersey and spent four years in the Army. 

* * * 

Honorary fellowship in the International College of 
Surgeons was awarded to Dr. Henry W. Meyerding, 
Rochester, at the annual meeting of the, organization in 
Chicago, October 3. Dr. Meyerding is a member of 
the orthopedic surgery staff of the Mayo Clinic and 
professor of surgery in the Mayo Foundation. 

* * * 


The prepaid medical care plan sponsored by Minne- 
sota Medical Service, Inc., was explained by Dr. W. A. 
Coventry, Duluth, in a talk given at a meeting held 
September 30 in the Duluth Central YMCA. The din- 
ner meeting was arranged by the Council of Social 
Agencies’ Health and Hospital Committee, of which 
Dr. Mario Fischer is chairman. 
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Two papers were presented by Dr. E, E. Gambill, 
Rochester, at a meeting of the Panhandle District 
Medical Society in Lubbock, Texas, October 14. The 
subjects of his papers were “The Investigation and 
Treatment of Patients with Jaundice” and “The Recog- 
nition and Treatment of Patients with Peptic Ulcer.” 

» a @ 


Among the physicians attending the thirty-third meet- 
ing of the Rock Island Lines’ Surgical Association in 
Des Moines, Iowa, October 2 and 3, were Dr. J. A. 
Sanford, Farmington, and Dr. D. E. Morehead, Owa- 
tonna, both members of the railroad’s medical-surgical 
staff. 

a 


Announcement has been made that Dr. Adelaide Mc- 
Fayden Johnson has been appointed clinical associate 
professor in psychiatry and neurology at the University 
of Minnesota. Dr. Johnson is the wife of Dr. Victor 
Johnson, new director of the Mayo Foundation for 
Medical Education and Research. 

* * * 


On the staff of the Mayo Foundation since 1929, 
Dr. Oren L. Kirklin has moved from Rochester to In- 
dianapolis, Indiana, to enter private medical practice. 
A graduate of Indiana Univetsity in 1928, Dr. Kirklin 
entered the Mayo Foundation as a fellow in 1929 and 
was appointed an associate in medicine in 1934. 

* * * 


Hospital and medical librarians from five states heard 
Dr. William A. O’Brien, director of postgraduate 
medical education at the University of Minnesota, dis- 
cuss “Guideposts for Hospital and Medical Librarians” 
when they met with the Regional Library Conference in 
Minneapolis on October 6. 

* * * 


At a meeting in Eveleth on September 23, the mem- 
bers of the Range Medical Association heard Dr. John 
McKelvey, chief of the Department of Obstetrics and 
Gynecology at the University of Minnesota, speak on 
modern principles of treatment for preventing obstetric 
deaths. 

* * * 

A new addition to the Bratrud Clinic in Thief River 
Falls is Dr. Edward A. Johnson, a graduate of the 
University of Minnesota Medical School in 1944, who 
recently completed a period of service in the Navy. 
*Dr. Johnson will be associated with Dr. R. M. Watson 
of the clinic staff, specializing in obstetrics and gyne- 
cology. 

* * * 

After jumping his way to victory in September, Dr. 
L. A. Steffens of Red Wing was named state “mail” 
checkers champion in the annual tournament conducted 
by the Minnesota: State Checker Association. Champion 
at the University of Minnesota in 1919, Dr. Steffens en- 
tered the tournament this year for the first time and 
won in a field of twenty entrants. , 

“st 

Dr. H. M. St. Cyr, a graduate of the University of 
Minnesota who recently completed an internship at 
St. Luke’s Hospital, Duluth, was married on Sep- 
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tember 23 to Miss Margaret Christenson, formerly of 
Aitkin, in Trinity Lutheran Church in Duluth. Dr. 
St. Cyr has been called to active duty in the Army 
medical corps and will be stationed in Germany, where 
his wife plans to join him. 

#2 

At the thirtieth annual meeting of the American 
Dietetic Association in Philadelphia on October 16, 
Dr. Ancel Keys, director of the University of Minne- 
sota’s laboratory of physiological hygiene, spoke on 
“Nutrition in Relation to the Genesis and Course of De- 
generative Diseases.” The day before the meeting Dr. 
Keys conferred with military officials in Washington 
on medical research projects. 

x *k * 

Gibbon will again have its own resident physician 
after July 1, 1948, when Dr. John Glaeser, Chaska, 
completes his tour of duty in the army and moves to 
Gibbon to open his medical practice. Dr. Glaeser, a 
graduate of the University of Minnesota, recently pur- 
chased the residence and practice of Dr. P. C. Benton, 
formerly of Gibbon. At present, arrangements are be- 
ing made to secure a temporary resident physician 
until Dr. Glaeser is released from the army. 

2 @ 

On September 25, Dr. I. F. Seeley began his fortieth 
year of service as a physician in Northfield. 

After graduating in 1903 from the University of Iowa, 
Dr. Seeley practiced in several other communities for 
short periods of time, then spent two years as physician 
to a construction company when the company was build- 


ing the Milwaukee Railroad from Saint Paul to Mon- 
tana. In 1908 he moved to Northfield, where he has 
practiced medicine for the last thirty-nine years. 

: Se = 

The September meeting of the medical staff of St. 
Luke’s Hospital, Duluth, featured Dr. Walter G. Mad- 
dock, professor of surgery, Northwestern University, 
who spoke on “Parenteral Fluids for the Seriously Iil 
Medical or Surgical Patient.” Guest speaker at the 
October meeting of the staff was Dr. Miland Knapp, 
head of the Department of Physical Medicine, Univer- 
sity of Minnesota, who discussed “Rationale of Treat- 
ment of the Muscular After Effects of Poliomyelitis.” 

* * * 

Formerly of Minneapolis, Dr. Norton Rogin has 
joined Dr. J. A. Sanford in Farmington in the practice 
of medicine. Dr. Rogin has also taken over the Lake- 
ville office of Dr. Paul Wagner, who recently moved to 
Oregon. A graduate of the University of Minnesota 
Medical School, Dr. Rogin interned at Queens General 
Hospital in New York, then served for twenty-five 
months in the Army. Before going to Farmington, he 
was a resident physician at Abbott Hospital in Minne- 
apolis. 

* * * 

Approximately 100 members of the Ramsey County 
Medical Society attended a meeting held September 23 
in Saint Paul to celebrate the fiftieth anniversary of 
the founding of the society library. Guest speaker for 
the event was Dr. John F. Fulton, Sterling professor of 
physiology at Yale University, who spoke on “Early 
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Years of Andreas Vesalius.” Other speakers included 
Miss Perrie Jones, librarian of the Saint Paul Library, 
and Dr. Wallace H. Cole, chairman of the Library 


Committee. 
*x* * * 


After twelve years as chairman of the Blue Earth 
County Public Health Association, Dr. A. G. Liedloff, 
Mankato, has retired from office. In his honor a 
dinner was given on October 9 by association mem- 
bers, attended by representatives of the association ex- 
ecutive board, county commissioners and public health 
nurses. 

To replace Dr. Liedloff, Dr. A. F. Kemp, Mankato 
city health officer, has been appointed chairman of the 
association. Dr. Liedloff still retains his position as 


district health officer. 
* * * 


In Atlantic City on October 6, Dr. J. Arthur Myers, 
University of Minnesota Medical School, stated at the 
seventh annual meeting of the American Public Health 
Association that early detection and not vaccination is 


the answer to the problem of tuberculosis. He said that 
BCG and other proposed vaccines would “serve only as a 
smoke screen for the tubercle bacillus in Minnesota.” 
He also told the group that in sizable areas in Minne- 
sota tuberculosis had been eradicated at the school-age 
level but that total eradication would be “several decades 
away.” 
i 

Brownsville, Texas, was the destination of Dr. H. A. 
Miller when he left Fairmont on September 29 after 
closing his medical practice there. Dr. Miller had pur- 
chased a building in Brownsville and planned to open 
a clinic with the assistance of his two sons, Dr. Harry 
E. Miller and Dr. John B. Miller. Dr. Harry E. Miller 
has been taking postgraduate work in surgery in Detroit 
for the past six years, while Dr. John B. Miller, an 
obstetrician, is at present in military service stationed 
in Hawaii. The two sons will join Dr. H. A. Miller 
in Brownsville, Texas, early in 1948. 


* * * 


Of the 26,826 persons x-rayed in Blue Earth County 
and North Mankato in a recent survey, 144 showed 
definite signs of tuberculosis, it has been announced 
by Dr. Hilbert Mark, director of the Tuberculosis 
Division of the State Board of Health. Seventy-nine 
other persons are suspected of having tuberculosis, 
while diagnosis has been deferred in more than 60 other 
individuals. About half of the cases of tuberculosis 
discovered during the survey required medical or 
sanatorium care. The x-ray campaign also revealed 360 
persons with enlarged hearts. 
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In Chicago on September 30, Dr. Stanley F. Maxeiner, 
clinical associate professor of surgery at the University 
of Minnesota, told the International Congress of Sur- 
geons that soft but tough gum-rubber tubing, wrapped 
tightly around a severely injured leg, will practically 
amputate the extremity without shock, pain or danger. 

“If the rubber tubing is allowed to remain for a 
week or ten days, it will completely sever the extrem- 
ity down to the bone almost painlessly and without any 
shock or deleterious general effect,” Dr. Maxeiner said. 
“At a later date, when the patient’s condition will per- 
mit, the bone may be severed and a hazardous operation 
converted into a practically harmless one.” 


ce S 


Chinese medical practice was described by Dr. L. H. 
Klefstadt, of the More Hospital, Eveleth, in a talk 
given at the October 1 meeting of the Rotary Club in 
Virginia. 

“In general, there has been little change in the practice 
of medicine in China in the last twenty centuries, al- 
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though the better hospitals have excellent obstetricians 
and good surgeons,” Dr. Klefstadt told’ the group. 
He said the old Chinese medical men still dry the in- 
nards of tigers, grind the tails and teeth, and prescribe 
use of the powder to the afflicted. 

Dr. Klefstadt served in the Navy from 1943 to 1946, 
spending much of that time in the Phillipines, Korea and 
China. 

* * * 


Officially retiring on October 1 as director of the 
Mayo Foundation for Medical Education and Research, 
Dr. Donald C. Balfour ended ten years of service in 
that position. He now is director emeritus and pro- 
fessor of surgery emeritus of the Foundation. He 
continues to be senior consultant in surgery at the Mayo 
Clinic. 

First entering the Mayo Clinic as an assistant in 
pathology, Dr. Balfour became a clinical assistant in 
1908, junior surgeon in 1909, and head of a section in 
the division of surgery in 1912. He became associate 
director of the Mayo Foundation in 1935 and succeeded 
Dr. Louis B. Wilson as director in 1937. 

Succeeding Dr. Balfour is Dr. Victor Johnson, former 
secretary of the Council on Medical Education and 
Hospitals for the AMA, who joined the Foundation 
April 1 as associate director. 

* * * 


Some figures on the number of medical school grad- 
uates seeking advanced training were quoted by Dr. 
Victor Johnson, Rochester, in a statement made as he 


assumed directorship of the 
October 1. 

“Before the war about 5,200 men were in graduate 
medical training schools,” he said. “Today there are 
about 12,000 men studying at that level of medical 
training.” 

In regard to Mayo Foundation facilities, Dr. John- 
son stated: “We have many more applicants here than 
we can handle at present. This is true partly because 
of our commitments to fellows whose training was in- 
terrupted by the war, and who were told they could come 
back here and complete their work when they were dis- 
charged from the service. Right now we have 552 
fellows enrolled here for study. Before the war the 
maximum was 360, in 1941.” 

x * * 


Mayo Foundation on 


“Multiple Births of Man” was the topic discussed 
by Dr. George W. Corner, director of the Carnegie 
Laboratory of Embryology, Baltimore, Maryland, when 
he spoke at the University of Minnesota’s Museum of 
Natural History on October 16. The lecture was spon- 
sored by the Minnesota Human Genetics League and the 
Light Institute for the Promotion of Human Genetics. 

Author of many books, Dr. Corner has been on the 
faculty of the University of California, Johns Hopkins 
Medical School, and the University of Rochester, as 
well as a special lecturer at the Royal College of Sur- 
geons, London, and at Princeton and Yale Universities. 

On October 17 Dr. Corner spoke on “The Nature 
and Causes of Prenatal Mortality and Congenital De- 
fects” at a meeting principally for medical students. 
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More than 200 alumni of the Mayo Foundation met in 
Rochester October 8° 9 and 10 for the twenty-fourth 
annual meeting of the Mayo Foundation Alumni As- 
sociation. The meeting was the first since 1941 when 
seventy-five alumni gathered to hear scientific lectures 
by their colleagues and to renew friendships of fellow- 
ship days. 

Speakers at the scientific sessions of the three-day 
meeting included Doctors R. B. Wilson, W. F. Kvale, 
E. J. Kepler, R. G. Sprague, E. H. Rynearson, F. R. 
Keating, L. E.-Prickman, P. A, O’Leary, D. R. Nichols, 
C. H. Slocumb, F. J. Heck and E. D. Bayrd, all mem- 
bers of the present Mayo Clinic staff. © 

“Our Medical Heritage and Its Promise” was the 
title of the second judd-Plummer memorial lecture de- 
livered on the evening of October 8 by Dr. Raymond B. 
Allen, former fellow of the Mayo Foundation, now 
president of the University of Washington. 


President of the association, Dr. W. H. Long, now 


of Fargo, North Dakota, delivered his presidential ad- 


dress at the opening of the fourth scientific session on 
October 9. 
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Permanent Removal of Superfluous Hair 


Betty Rue, R.N. Amy H. Gustafson, R.N. 


Graduates of Abbott Hospital School of Nursing, 
Minneapolis, and Kree Institute of Electrolysis, 
New York. 


Recommended by local physicians 
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OF GENERAL INTEREST 


During the three-day meeting the Foundation alumni 
attended surgical clinics, medical rounds in the hos- 
pitals, and demonstrations of current medical research. 

x *k * 

At the meeting of the Minnesota Society of Internal 

Medicine held October 20 in Saint Paul, Dr. Daniel 


W. Wheeler, Duluth, was elected president, succeeding 


Dr. Charles Watson, Rochester, as head of the organi- 
zation. Also elected at the society’s annual meeting was 
Dr. John A. Lepak, Saint Paul, as vice president, while 
Dr. Alexander E. Brown, Rochester, was re-elected sec- 
retary-treasurer. The next meeting of the group will 
be held in Duluth in the spring of 1948. 

x * * 

Following his discharge from the army in June, Dr. 
Robert J. Brotchner has opened an office at 244 Lowry 
Medical Arts Building, Saint Paul, for the practice of 
internal medicine. Dr. Brotchner was graduated from 
the University of Minnesota Medical School in 1935, 
spent two years at Minneapolis General Hospital as an 
intern and medical resident, two years at Midway Hos- 
pital, Saint Paul, and a year with Dr. E. T. Bell in 
pathology at the University of Minnesota. He then 
practiced for a short time at Minot, North Dakota, 
before enlisting in the army in 1940. 

ok ok a 

Dr. Richard J. Plunkett has been appointed associate 
editor of the Journal of the AMA. Dr. Plunkett, who 
formerly was vice president and director of the Di- 
vision of Health and Sanitation of the Institute of 
Inter-American Affairs in Washington, D. C., received 
his medical degree from Tufts Medical College in 1933 
and his master’s degree in public health from Harvard 
in 1939. 

* * * 

Physicians throughout the nation are being asked to 
fu nish medical evidence to substantiate the claims of 
railroad workers who may now draw cash sickness 
benefits under the Railroad Unemployment Insurance 
Act. The Railroad Retirement Board has pointed out 
that unless an application is mailed not later than the 
seventh day after the first day of sickness claimed, it 
may not be received within the legal time limit for 
filing applications. As a result, the employe may lose 
one or more days’ benefits. Doctors are asked either to 
return each completed statement of sickness to the 
patient, or mail it promptly to the office of the Board 
to which it is addressed. 

* * x 

A four-day laymen’s course in tuberculosis control 
opened October 28 at the University of Minnesota Cen- 
ter for Continuation Study under auspices of the Uni- 
versity and’ the Minnesota Public Health Association. 

Approximately seventy registrants took the course, 
which was planned for members of the Minnesota 
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OF GENERAL INTEREST 


Public Health Association interested in the control of 
tuberculosis. Lectures were held at the Center with 
demonstrations at Glen. Lake Sanatorium and the Tu- 
berculosis Control, Division of the Minnesota Depart- 
ment of Health on the University campus. Specialists 
in various phases of tuberculosis treatment and control 
comprised the faculty for the short course. 


x * * 


Honoring the memory of the late Dr. Robert G. 
Green, former head of the Department of Bacteriology 
in the University of Minnesota Medical School, the 
Minnesota Cancer Society has presented the University 
with a $5,000 grant to support a cancer research fellow- 
ship. 

The grant was accepted by the Board of Regents of the 
University at a meeting on the campus, November 1, 
and was assigned to the Minnesota Cancer Society 
research fund to support a fellowship in the division 
of cancer biology. This research fellowship is held by 
Dr. Robert A. Huseby, assistant professor of cancer 
biology. 

A check for $5,000 covering the memorial grant has 
been presented to the University by Dr. William A. 
O’Brien, president of the Minnesota Cancer Society, 
and Mrs. S. E. Linsley, executive secretary. 

Long an outstanding figure in cancer research work 
at the University, Dr. Green died September 6, 1947. 





TAILORS TO MEN 
SINCE 1886 


The finest imported and 
domestic woolens such as 
SCHUSLER’S have in stock 
are not too fine to match 
the hand tailoring we al- 
ways have and always 
will employ. 


J.T. SCHUSLER co. 
379 Robert St. St. Paul 
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HOSPITAL NEWS 


Newly elected president of the medical staff of North- 
western Hospital, Minneapolis, is Dr. J. C. Miller, who 
succeeds Dr. L. Haines Fowler. Dr. Malcolm Hanson 
has been elected vice president and Dr. R. S. Yivisaker 
re-elected secretary-treasurer. Named to the Executive 
Committee are Dr. R. E. Hultkrans, Dr. William Sad- 
ler, Dr. Harold S. Trueman and Dr. William R. Jones, 
all of Minneapolis. 


* * * 


In October, Dr. Viktor O. Wilson, chief of the 
Special Services Section in the State Department of 
Health, announced that an administrative organization 
would be set up by November 1 to direct a $24,000,000 
hospital construction program in Minnesota during the 
next five years. It was expected that applications for 
construction funds would begin after January 1. 

The Federal government, through the State Depart- 
ment of Health, will grant approximately $8,000,000 
for hospital construction in the state, while owners of 
the individual hospitals will supply two-thirds of the 
construction costs. 


* * * 


A new 140,000-volt x-ray therapy machine has been 
installed at Wesley Hospital in Wadena to increase 
the therapeutic service of the hospital. The apparatus 
will be used under the supervision of Dr. S. Freifeld, 
radiologist at Wesley Hospital and at five other hos- 
pitals in the area. 
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BOOK REVIEWS 





BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 











HeapacHe. Louis G. Moench, M.D. Assistant Clinical 
Professor of Medicine, University of tah 
School of Medicine; internist, Salt Lake Clinic, Salt 
Lake City. 207 pages. Illus. Price, cloth, $3.50. 
Chicago: Year Book Publishers, 1947. 


PHARMACOLOGY, THERAPEUTICS AND PRESCRIPTION 
Werittnc. For students and practitioners. Fifth 
Edition. Walter Arthur Bastedo, Ph.D, Ph.M. 
(Hon.), M.D., Sc.D (Hon.) F.A.C.P.  Consult- 
ing physician, St. Luke’s Hospital, New York; St. 
Vincent’s Hospital, Staten Island, and the Staten Is- 
land Hospital; president U.S.P. Convention 1930-40, 
member Revision Committee, U.S.P., etc., 840 pages. 
Illus. Price, cloth, $8.50. Philadelphia: W. B. Saun- 
ders Company, 1947. 


TextTsook oF CuinicaL Neurotocy. With an In- 
troduction to the History of Neurology. Sixth Edi- 
tion. Israel S. Wechsler, M.D. Clinical Professor 


A HONEY OF / 
A TOBACCO. 


PIPE MIXTURE 














R.R.TOBIN TOBACCO CO. DETROIT 


of Neurology, Columbia University, New York; neu- 
rologist, Mt. Sinai Hospital; consulting neurologist, 
Montefiore Hospital and Rockland State Hospital, 
New York. 829 pages. Illus. Price, cloth, $8.50, 
Philadelphia: W. B. Saunders Company, 1947. 


GirrorD’s TeExTBOOK OF OPHTHALMOLOGY. Fourth 
Edition. Francis H. Adler, M.D. Professor 
of Ophthalmology, University of Pennsylvania Medical 
School. 512 pages. Illus. Price, cloth, $6.00. Phila- 
delphia: W. B. Saunders Company, 1947. 


THe Ocutororary Muscies. Richard G. Scobee, B.A., 
M.D. Instructor in Ophthalmology, Washington 
University School of Medicine, St. Louis, Missouri. 
359 pages. Illus. Price, $8.00, cloth. St. Louis: 
C. V. Mosby Co., 1947. 


Tue YEARS Arter Firtry. Wingate M. Johnson, M.D. 
Professor of Clinical Medicine and Chief of Private 
Diagnostic Clinic, Bowman Gray School of Medicine 
of Wake Forest College. Foreword by Morris Fish- 
bein, M.D., editor of Journal of the American Medical 
Association. 153 pages. Price, $2.00, cloth. New York: 
Whittlesey House, McGraw-Hill Book Co., 1947. 


OBSTETRICAL PRACTICE. Alfred C. Beck, M.D., Professor 
of Obstetrics and Gynecology, Long Island College of Medicine, 
Brooklyn, N. Y. 4th . 966 pages. Illus. Price $7.00. 

Williams & Wilkins Co., 1947. 

Dr. Beck in this the fourth edition of his textbook 
of Obstetrical Practice, has enhanced the value of an 
already excellent treatise by adding a chapter on anal- 
gesia amnesia and anesthesia. It has been brought 
thoroughly up to date, particularly in respect to chemo- 
antibiotic therapy. 

The drawings are clear and easily understood. In the 
handling of controversial questions, he has adopted a 
conservative attitude. His chapters on management of 
pregnancy and toxicosis of pregnancy are noteworthy 
and written in such a way as to create a lasting impres- 
sion. : 

A really up-to-date book that will justify its selection 
for a library. 


Balitmore : 


James N. Duwn, M.D. 
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BOOK REVIEWS 


SYNOPSIS OF OBSTETRICS. Jennings C. Litzenberg, 
M.D.,F.A.C.S., Professor Emeritus of Obstetrics and e- 
cology, University of Minnesota Medical School, Minneapolis. 
3rd ed. 416 ges. Illus. St. Louis: C. V. Mosby Company, 
1947. Price £356. 

The Synopsis of Obstetrics is a concise, orderly 
résumé of an ordinarily detailed and comprehensive 
branch of medicine. The ability to be brief and yet 
complete in his subject springs from Dr. Litzenberg’s 
long and successful teaching career. This review of 
obstetrics should prove of considerable help to the stu- 
dent of the subject and to the older practitioner, as 
well, who for one reason or another has need for a 
quick, comprehensive coverage of the field. 


The obstetrical specialty is covered with marked 
brevity. This should not be construed as a criticism 
of the book, however, for, as the title suggests, it is 
meant to be no more than a synopsis. For more com- 
plete coverage of the various subjects, one should con- 
sult the standard works on obstetrics or the current 
literature. A useful addition to the book would have 
been a bibliography at the end of each chapter to help 
those students desiring to expand their knowledge of the 
items skimmed over hurriedly in the text. 


Several portions of the book have been rewritten or 
additions have beén made. The various laboratory 
methods used in diagnosis of pregnancy are discussed. 
The following subjects have been expanded: the relief 
of pain in labor, diabetes in pregnancy, and puerperal 
infections, their treatment with the sulfonamides and 
antibiotics. A rather complete review of the relationship 
of the Rh factor to obstetrics is included in this, the 
latest edition of the Synopsis of Obstetrics. 

A. F. H. 


DISEASES OF CHILDREN’S EYES. James Hamilton Dog- 
gart, M.A., M.D. (Cantab), F.R.C.S. (Eng.), London, Eng- 
land. 282 pages. Illus. Price, $10.00. St. Louis: C. V. Mosby 
Company, 1947. 

The author of this book has covered quite completely 
the subject from the embryology and anatomy to the 
many conditions encountered in adults’ as well as in 
children’s eyes. The individual style in this text is 
direct, concise, and very understandable. There are 
282 pages of text and 210 illustrations, thirty-two of 
which are colored plates. These illustrations have been 
freely borrowed from the best British ophthalmic works 
and enhance the value of the book. The chapters are 
well arranged and, following most chapters, is a short 
bibliography of British references. 

The text, as the author states, is his personal view 
of the subject matter. In these times, when texts are 
padded volumes of every author’s views, it is refreshing 
to find one with the temerity to write his own ideas 
in his own. fashion and let the reader accept it as the 
frank expression of the author’s opinion. While ex- 
ceptions will be taken by many, as for example the 
chapters on treatment, no two would agree anyway. 

As the reader will have to admit, the author has 
crammed more ophthalmological information into 282 
pages in concise readable form than has been done any 
other modern treatise on the subject. 


Joun C. Brown, M.D. 


NoveMBER, 1947 





Classified Advertising 





FOR SALE—Complete x-ray equipment, also all Victor 
electrical treatment equipment. Very reasonable. Time 
to pay, if required. Address E-36, care MINNESOTA 
MEDICINE. 


FOR SALE—Wisconsin Lake Cottage, furnished, an 
ideal retreat 80 miles from Twin Cities. Excellent 
sand beach, good roads. Dr. R. G. Arveson, Frederic, 
Wisconsin. 


YOUNG PHYSICIAN desires association with prac- 
titioner or group in Minnesota. Particularly interested 
in Obstetrics and Pediatrics. Address E-43, care 
MINNESOTA MEDICINE. 


WANTED—Chemist for special blood work in doctor’s 
office. State education, training, experience and salary, 
also references. Address E-44, care MINNESOTA 
MEDICINE. 


FOR SALE —At price of equipment, long-established 
practice of deceased physician in eastern Minnesota. 
No other doctor in community. Address E-45, care 
MINNESOTA MEDICINE. 


FOR SALE—Physician’s practice and up-to-date office 
equipment, for immediate disposal. Two-year lease 
on downtown office suite. Address Mrs. F. L. Gilles, 
2521 Thomas Avenue South, Minneapolis 5, Minnesota. 
Telephone KEnwood 0401. 


FOR SALE—24 x 18 American sterilizer in good con- 
dition. Will make good terms. Warren Hospital, 
Warren, Minnesota. 


FOR SALE—Office equipment of deceased physician, 
including surgical instruments, medical books, micro- 
scope, cystoscope, et cetera. Will sell individual items 
or as a unit. Address Mrs. E. J. Gendron, Grand 
Rapids, Minnesota. 


WANTED—Resident physicians for state mental hos- 
pital. Address Superintendent, State Hospital for the 
Insane, Jamestown, North Dakota. 


WANTED—Well-established small clinic in North Da- 
kota wants recent graduate to do general practice. 
Possibility of early partnership to right man. Address 
E-46, care MINNESOTA MEDICINE. 


LOCATION FOR PHYSICIAN—At Isanti, Minnesota, 
40 miles north of Minneapolis on Highway No. 65. 
Large territory, good farming community. Exceptional 
opportunity for right man. Complete, new medical 
equipment available. Telephone 21-J, or write S. G. 
Johnson, D.D.S., Isanti, Minnesota. 


FOR RENT—Desirable office space for physician. Lo- 
cated above drug store in heavily populated Midway 
district. No other physician in_ vicinity. Apply 
Charles Davis, 1336 Grand Avenue, Saint Paul 5, 
Minnesota. Telephone EMerson 9531. 
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N U R S I N G isa proud profession 
... and rightfully so. For next to the doctor in service rendered stands 
the present-day nurse. Into her hands is entrusted the care of the sick, 
and often the success of the doctor’s work depends directly upon her skill. = 
— 
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For full information, write 
Miss Marcaret Cuase, R.N. B.S. 
DIRECTOR 
SCHOOL OF NURSING 
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3501 Golden Valley Road : Route Seven : Minneapolis, Minn. 
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